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HE prognosis and treatment of puerperal 

infection are dealt with together because 

they are intimately related. Localized peri- 
uterine infections are not considered in this dis- 
cussion. 

The treatment of acute puerperal infection has 
been the subject of much controversy because at 
the time of the appearance of the first symptoms 
it is impossible to establish an exact prognosis. 
Moreover, it seems difficult to find a method of 
treatment sufficiently exact for the establishment 
of a prognosis. 

This subject has been recently studied by 
Couinaud, Director of the Clinic on the service 


‘of Brindeau. With Clogne, Chief of the Labora- 


tory, Couinaud has investigated the prognostic im- 
portance of the chemistry of the blood in cases of 
puerperal infections. He writes: “The prime 
importance of the estimation of the prognosis in 
the study of puerperal infections is evident as 
all of the present-day surgical procedures are de- 
pendent upon it.” 

It is evident that if the infection is very severe 
it is of the utmost importance not to temporize. 
On the other hand, if it will evolve favorably, 
haste in the treatment may be responsible for 
useless mutilation. Therefore a review of the 
means at our disposal by which we may rapidly 
establish a prognosis based on the degree and the 


type of the infection and the organic resistance © 


is in order. 

These methods are of two kinds, clinical and 
laboratory. From the clinical standpoint it is 
necessary first to distinguish puerperal infection 
from infection due to abortion. The latter is 


generally much more serious than the former, 
particularly in cases of criminal abortion. 

Clinically, considerable valuable information 
may be obtained from the history and etiology. 
If the conditions of the accouchement are known, 
the severity of the infection may be surmised. A 
patient delivered under unfavorable conditions, 
with some obstruction to labor and doubtful 
asepsis, and who presents the signs of infection is 
menaced by a very severe septicemia. The 
date of the onset of the infection has also been 
suggested as an element in the prognosis since a 
sudden onset is usually characteristic of the se- 
rious type of infection. 

Decided oscillations in the temperature and a | 
very rapid pulse tending to exceed the tempera- 
ture curve have been pointed out as factors in- 
dicating an unfavorable outcome, but in some 
cases the symptoms are deceiving. The feetid- 
ness of the lochia is not necessarily a sign of se- 
rious infection. Often one sees a patient with 
foetid lochia who does not present symptoms of 
general infection and, on the other hand, infection 
has occurred in cases in which the lochia had little 
odor. 

The patient’s general condition gives more 
exact information; severe and repeated hemor- 
rhages, albuminuria, and physiological distress 
are unfavorable signs. In the presence of the 
symptomatic triad of dryness of the tongue, pro- 
fuse diarrhoea, and icterus the prognosis is very 
poor. However, none of the methods of clinical 
investigation at our disposal furnishes accurate 
data upon which we may rely with certainty. In 
this condition, as in others, the clinical findings 
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must be evaluated with the bacteriological and 
chemical laboratory findings. 

Bacteriology permits us to study the types of 
bacteria in the lochia collected within the uterine 
cavity. This examination, however, is of only 
relative value as occasionally many types of 
bacteria are found. Since the work of Widal and 
Fabre, it has been known that puerperal infection 
is due to numerous bacteria, but that only one of 
all those within the uterus, usually the strepto- 
coccus, is responsible for septicemia. Therefore 
a bacteriological examination of the blood is also 
of great importance. The discovery of the same 
bacterium in the blood establishes the cause of the 
infection. 

The infections due to the hemolytic strepto- 
coccus are very serious but the presence of strep- 
tococci in the blood is not necessarily the sign 
of a fatal septicemia as cases of puerperal infec- 
tion with positive blood cultures have become 
cured while others with negative blood cultures 
have been fatal. Moreover, there are strepto- 
coccic infections which recover and infections 
due to other micro-organisms which cause death. 
The statistics of Cathala prove this fact. In the 
nine cases on which these statistics are based the 
blood cultures were negative in four; three ter- 
minated in recovery and one in death. Of five 
cases with positive blood cultures, three were 
cases of streptococcic infection and two were 
cases of staphylococcic infection. Of the three 
streptococcic infections, two ended in recovery. 
Of the two staphylococcic infections, one was 
fatal. Therefore, at best, the methods of investi- 
gation are imperfect. 

In recent years the chemical composition of the 
blood in infections has been studied. Couinaud 
and Clogne on the clinical service of Brindeau 
at the Hépital de la Pitié attempted to determine 
whether, in puerperal as well as in other infec- 
tions, the severity of the prognosis is related to a 
high nitrogen content. According to their find- 
ings it appears that an increase in the blood urea 
associated with an increase in the residual nitro- 
gen may be related to the infection and only to the 
infection. This increase appears to be propor- 
tional to the gravity of the condition. Couinaud 
and Clogne believe that the increase in the nitro- 
gen content is due to poor renal and hepatic 
function. It cannot be due to the phenomenon 
of uterine regression since in cases of normal de- 
livery no increase in the blood urea was found. 
It is possible that better aids in the prognosis 
might be discovered by a careful study of the 
condition of the liver and kidneys. At any rate 
the fact that the increase in the urea is propor- 


tional to the gravity of the infection is of prog- 
nostic importance. Unfortunately the number 
of observations is still much too small to warrant 
definite conclusions and it must be admitted that 
in the present state of our knowledge there is no 
clinical symptom or laboratory method which 
will permit us to foretell the outcome of a puer- 
peral infection at its onset. Hence the indecision 
which has persisted for a long time regarding the 
methods to be employed in combating the sep- 
ticeemia. 

The treatment of puerperal infection is a ques- 
tion of very great importance since the inci- 
dence of the condition is relatively high (10 per 
cent) and it is a serious infection. The mortality 
as given by various authors varies from 21 to 51 
per cent. The methods of treatment are numer- 
ous and one may say that all of them have suc- 
ceeded in certain cases and all have failed in 
others. 

The treatment of puerperal infection has 
passed through many phases. At one extreme is 
the period of radical uterine intervention and at 
the other the use of local therapy consisting of 
curettage, sponging, cauterization, and _ intra- 
uterine lavage. 

Instrumental curettage with a sharp curette 
was very soon abandoned. In removing all of the 
uterine mucosa the sharp instrument traumatizes 
the internal surface of the infected uterus and the 
curettage is stopped only when grating is felt (the 
“uterine cry”). The barriers formed by the endo- 
metrium are broken down and new avenues of 
infection are opened. This treatment is to be 
rejected also in cases of endometritis. It is un- 
reasonable to expect to remove all the infected 
portion by means of the curette, and such scrap- 
ing causes bacterial reinoculations. The remain- 
ing healthy portion of the mucous membrane 
must be respected. According to Potvin of Brus- 
sels, the number of deaths caused by scraping the 
internal surface of the uterus to remove the mu- 
cosa is greater than the number of lives it has 
saved. 

As a substitute for instrumental curettage 
Budin has recommended digital curettage which 
thoroughly cleanses the uterus and is much less 
traumatizing. Certain gynecologists, however, 
object to digital exploration as it is very painful 
and nearly always requires general anesthesia; 
they prefer instrumental curettage with dull 
instruments. Many use a simple tampon grasped 
in a forceps with which they sponge out the 
uterus. Horsehair and feather sponges have been 
abandoned because of their very traumatizing 
action. At the last Congress in Paris, Potvin 
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proposed the use of a forceps curved upon the 
flat for this procedure. Obstetricians who once 
routinely practised various methods of cleansing 
the uterine cavity often followed the curettage 
with intra-uterine cauterization and drained the 
uterus by means of Mouchotte metal drains, 
Croisier drains, or ordinary rubber drains. At 
present, drainage is employed only when the 
uterus is so markedly flexed that the flow of 
lochia is obstructed. 

At the Congress in Paris in 1921, Audérodias 
of Bordeaux proposed intermittent irrigation by 
the Carrel method. He cited statistics of 152 
cases of infection in which there were 133 cures. 
Curettage has been much discussed recently. It 
has its advocates and its enemies. Many gyne- 
cologists do not practise curettage unless they 
observe the signs of placental retention—incom- 
plete uterine regression, a large, soft uterus with 
a gaping cervix. Others practise it systematically 
at the first symptoms of infection, even when 
there are no definite signs of retention. They 
believe that there always remains a slight residue 
of decidua which may cause an elevation of tem- 
perature. All agree in advocating a non-trau- 
matizing exploration without an attempt to re- 
move the uterine mucosa. 

The period in which uterine intervention was 
advocated was followed by a period in which, in 
addition to local treatment, measures were taken 
to combat the general infection. Attempts were 
made to cleanse the blood by means of intra- 
venous injections of serum in massive doses. 
Later, injections of colloids were given for the 
same purpose. Asa rule collargol and electrargol 
were used, but many other colloids were also em- 
ployed. More recently the use of salvarsan has 
been proposed. In certain cases the injections 
have seemed to favor the rapid termination of the 
infection. It appeared that whenever it was 
possible to cause a classical colloidal shock there 
was a certain degree of amelioration, but from 
the standpoint of a more favorable effect there 
was much disappointment. 

It was during this same period that the prac- 
tice of abscess fixation, Fochier’s method, was 
begun. This also seemed, in certain cases, to 


have a favorable effect on the course of the infec- 


tion. 

About the same time that the colloids were in 
vogue, Pinard and, following his lead, a certain 
number of obstetricians, attempted to combat the 
infection by means of the antistreptococcus 
serum of Marmorek. Very often this is without 
effect. At the present time we are using a similar 
method but use vaccines instead of sera. As a 
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rule, stock vaccines are employed as in puerperal 
septicemia there is no time to prepare an autoge- 
nous vaccine. 

In January, 1921, Lequeux, Lafont, and Chomé 
made use of Le Moignie’s vaccine, an oily solution 
of streptococci. Statistics show that it has been 
employed in the treatment of infection that has 
already developed and as a preventive of infec- 
tion. The impression has been gained that in 
infections of moderate virulence it has had a 
favorable influence. In the virulent types it does 
not appear to have had any influence whatever 
upon the disease. In ninety-three cases in which 
vaccine was employed as prophylactic treatment 
there were no cases of streptococcemia although 
thirty-two of the women had complicated deliv- 
eries. 

Recently Delmas has used subcutaneous in- 
jections of the blood serum of patients convales- 
cing from puerperal infections. In judging this 
method as well as those which preceded it one 
must take into consideration the poor results as 
well as those which are favorable. 

Regarding the surgical treatment of puerperal 
infection, obstetricians and gynecologists are not 
in agreement. There are both abstentionists and 
those who advocate surgical procedures. The 
abstentionists content themselves with applying 
ice to the abdomen, detoxicating the organism 
by increasing evacuation, and stimulating the 
body by the usual methods, such as the injection 
of camphorated oil, spartein, adrenalin, strych- 
nine, physiological salt solution, glucose, and 
hyperglucose solutions. Certain obstetricians 
give hepatic extract in the belief that the function 
of the liver plays the chief rdle in the organic 
defense. 

The advocates of surgical procedures propose 
to free the body from the initial focus of infection 
by performing a hysterectomy. Before discuss- 
ing hysterectomy a word should be said regard- 
ing the operation of Trendelenburg and Freund, 
viz., ligation of the thrombosed veins. The first 
operation of this kind in France was performed by 
Faure in the Tarnier clinic. Recently, Lequeux 
and Chomé reported to the Obstetrical Society a 
case of puerperal pyemia in which they effected 
a cure by this procedure. The value of a surgical 
operation in the presence of puerperal pyemia 
was discussed by Jeannin, Vauverts, and Pocot in 
a report to the Obstetrical Society of France in 
1912. According to the conclusions of this 
report, intervention is justified only in the follow- 
ing cases: 

1. Those in which thrombophlebitis is not 
associated with extravascular lesions. 
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2. Those in which localization to the veins of 
the pelvis permits intervention below the throm- 
bosis in the healthy parts of the venous system. 

Lequeux and Chomé reported that in their 
cases these two conditions were not present; 
that, in fact, there existed in addition to the 
thrombophlebitis a lesion of the adnexa charac- 
terized by infiltration of the broad ligament with 
foci of walled-off suppuration. Moreover, the 
thrombophlebitis of the utero-ovarian veins ex- 
tended too high to permit the application of the 
ligature below the lesion and the ligature was 
therefore placed entirely about the thrombosed 
area. In spite of these unfavorable conditions the 
patients recovered. A certain number of obser- 
vations of this kind would evidently encourage 
intervention in a greater number of cases of 
pyemia. 

The question of hysterectomy in cases of puer- 
peral septicaemia is one of those which have been 
discussed widely by obstetricians and gynecol- 
ogists in the last few years. 

The first hysterectomy for puerperal infection 
was performed by Schulze of Jena in 1886. This 
was not the vaginal type of operation but the 
abdominal type. Subsequently the question was 
not taken up again until 1895 when Winterberg, 
a pupil of Bouilly, advised intervention in cases of 
infection not yet generalized. 

The same year the question was discussed at 
the forty-sixth meeting of the American Medical 
Association. Intervention found defenders in 
Smith, Peterson, and Noble, but was opposed 
by Da Costa and Price. Since then hysterectomy 
in puerperal infections has been the subject of 
much controversy, being accepted by some and 
rejected by others. 

In 1901, intervention was again championed 
by Tuffier before the Surgical Society of Paris, 
and by Demelin and Jeannin before the Obstet- 
rical Society. They were supported by Terrier, 
Faure, and Quénu. Ricard, Budin, and May- 
grier were opposed to the operation. 

At the Congress in Rome in 1902 and at 
Madrid in 1903, hysterectomy was again the sub- 
ject of the day. It found partisans in Tuffier, 
Bumm, Latzko, Mackenroth, and Cortiguera. 
Pinard, on the contrary, declared that a rational 
indication for it does not exist in puerperal infec- 
tion. The subject was discussed also at the last 
Obstetrical Congress in Paris. 

Potvin of Brussels proposed hysterectomy in 
the following conditions: 

1. When it is certain that the uterus is empty, 
that no other affected organ is the cause of the 
continuation of the infectious process, and the 
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septicemia arises from deep infection of the mu- 
cosa and submucosa of the uterus. 

2. When the puerperal infection is not caused 
by placental retention but is due to an external 
infection entering the uterine wound and causing 
an endometritis of the streptococcus, staphylo- 
coccus, gonococcus, or colon bacillus type. 

Potvin stated that under such circumstances 
the removal of the infected organ is indicated 
because there is as yet no method of medical 
treatment by which the condition can be com- 
bated successfully. He insists that hysterectomy 
should never be performed in extremis for if it is 
done too late it only hastens death. 

Potvin, as well as others who are defenders of 
hysterectomy, regards vaginal hysterectomy 
as the procedure of choice. As compared with 
the abdominal hysterectomy, this operation, 
which has been recommended by Faure for thirty 
years, presents the advantages that it is more 
rapid and less shock-producing, prevents the dis- 
semination of infection to the abdominal peri- 
toneum, and favors drainage. Abdominal hys- 
terectomy is to be performed only in the presence 
of contra-indications to the vaginal operation, 
that is, when difficulty in pulling down the uterus 
is anticipated, when a phlebitis has developed in 
the utero-ovarian veins, or when the infection 
has passed the pelvis and is spreading toward 
the abdominal! peritoneum. Under such circum- 
stances intervention by the abdominal route is 
justifiable. 

Cotte of Lyons has arrived at analogous con- 
clusions regarding the indications for hysterec- 
tomy. He admits that in the present state of 
science, with the exception of cases in which 
there is a lesion of the uterus demanding imme- 
diate ablation, hysterectomy cannot be proposed 
at the beginning of the outbreak of the infection 
because at this time there is no clinical or labo- 
ratory means by which we can foretell with 
certainty the seriousness of the infection. He 
advocates intervention in the following types of 
cases: 

1. Cases of acute, prolonged, remittent infec- 
tion which so often leads to a fatal issue through 
secondary septicemia or pyemia. 

2. The acute forms following abortion, par- 
ticularly criminal abortion. 

3. Cases of primary acute puerperal ‘septi- 
cemia. 

In such cases, on the basis of our medical as 
well as our surgical methods, Cotte believes that 
intervention may be performed because the 
septicemia may be dependent upon an undis- 
covered local lesion. 
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Cadenat is also a defender of vaginal hys- 
terectomy. The question of mutilation, he says, 
ought not to be considered when the mother’s 
life is threatened. In the vaginal hysterectomy 
shock is reduced to the minimum. The objection 
that the operation is useless is not valid unless 
it is performed too late. 

Cadenat rejects intervention in certain cases 
of hyperseptic infection. In these, he believes, 
nothing can be done. For the ordinary acute or 
subacute forms he advocates operation based 
upon the following conditions: the stage of the 
pregnancy (infection is more serious the nearer 
the pregnancy to term), elevation of the tempera- 
ture, slight abdominal contraction, pain in the 
cul-de-sac of Douglas, and a negative blood cul- 
ture. If all these conditions are late or accen- 
tuated, operation should not be performed be- 
cause it may be too late or the body may be 
beginning to recover from the infection. 

Regarding the time at which operation should 
be done Cadenat agrees with Faure that inter- 
vention is indicated if, twenty-four hours after 
a uterine exploration, there is no amelioration, 
fever persists, the pulse is rapid, and the patient 
complains of chills. 

Brindeau is not as enthusiastic regarding inter- 
vention. As puerperal infections often recover 


spontaneously (140 out of 175 cases), he does not 
agree with Faure. He believes in differentiating 
postpartum infections which involve the entire 
organism from postabortum infections which re- 
main well localized in the true pelvis. In the 
latter, intervention is indicated, while in the 
former it is contra-indicated except in cases of 
uterine laceration and gangrenous fibromata. 

Wallick supports the theory expressed by 
Pinard in 1903 with regard to the absence of 
indications for hysterectomy and states that this 
still holds true to-day. 

From this review it appears that Faure is 
correct in the belief that the question is still un- 
decided. On the basis of the etiological facts and 
the clinical and laboratory findings certain gyne- 
cologists and obstetricians make deductions re- 
garding the prognosis and the indications for 
operation, but these deductions are subject to 
variations entirely personal. In cases with iden- 
tical symptoms and laboratory findings some 
will operate and others will not. The procedure 
depends entirely upon the surgical tendency of the 
gynecologist or obstetrician, and it seems evident 
that the treatment of acute puerperal infection 
will not be definitely settled until facts permit- 
ting the establishment of a definite prognosis 
are furnished by the clinic and the laboratory. 
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Rector, F. L.: Iodine as a Wound Disinfectant. 
Nation’s Health, 1922, iv, 38. 

The author states that the use of iodine as a dis- 
infectant for the skin, particularly for the field of 
operative surgery, came prominently before the 
public in 1905. Among the first to introduce it to 
the profession were Cannaday, Woodbury, Dann- 
reuther, and Grossick. Grossick was thé first to 
write comprehensively on the subject. 

The undiluted tincture and a 20 per cent solution 
were first employed. Experimenting to find the 
proper strength for routine use, Bovee and Neate of 
America and Turner and Catto of England came to 
the conclusion that a 3 to 3.5 per cent solution was 
best. Kinnaman found that a o.2 to 1 per cent 
solution was far superior to bichloride of mercury. 
Schantz in 1908 claimed that the irritation caused 
by the solution stimulates healing so that a smaller 
scar results. Schantz paints small wounds on the 
third and fifth day; large ones daily. 

Of the sixty-five physicians replying to a ques- 
tionnaire sent out recently, two use a 10 per cent 
solution; eighteen, a U.S. P. 7 per cent tincture; 
twenty-one, a 3.5 per cent (50 per cent U.S. P.) 
tincture; ten, a 3 per cent tincture; three, a 2 per 
cent tincture; and eleven, a 4 or 5 per cent solution. 
Several emphasized the importance of having the 
surface dry before applying the tincture, and recom- 
mended the use of alcohol and ether as final cleans- 
ing agents before the application of the iodine. 
Grease may be removed with gasoline or benzine. 

Objections to the use of the tincture were: (1) the 
danger of burning, and (2) the sealing of punctured 
wounds and the formation of a crust on the more 
extensive wounds which delays healing. The use of 
bichloride of mercury following the application of 
iodine is said to be harmful. 

Ear K. LANncForp, M.D. 


ANZSTHESIA 


Glass, S. J., Jr., and Wallace, H. S.: Pre-Operative 
Treatment for Postoperative Comfort: Report 
of Synergistic Anzsthesia. J. Am. M. Ass., 
1922, Ixxvili, 24. 

Five years ago in the urinalyses made in a series 
of laparotomy cases the authors found acetone in 
60 per cent and diacetic acid in 25 per cent 
during the first twenty-four hours after operation. 
A routine was then inaugurated by which, when 
possible, every patient was given before operation 


15 gr. of sodium bicarbonate and 5 gr. of lactose 
every four hours for six or eight doses. In these 
cases the urine was alkaline and the amount oj 
acetone bodies was reduced but not entirely elimi- 
nated. The patient’s general condition was im- 
proved, nausea being less, and not one in the series 
showed severe acidosis. 

Gratifying results were obtained with the syner- 
gistic method of Gwathmey with preliminary alka- 
line treatment in a series of cases in which ether was 
used to induce general anesthesia. The technique 
consisted of alkaline treatment with sodium bicar- 
bonate and lactose for several days before the opera- 
tion. The immediate pre-operative treatment con- 
sisted of a hypodermoclysis of 200 c. cm. of a 4 per 
cent chemically pure and sterile solution of magne- 
sium sulphate given one and one-half hours before 
the operation, and from 1/10 to % gr. of morphine 
sulphate in 1.5c.cm.of a 25 per cent chemically pure 
and sterile solution of the magnesium sulphate given 
at fifteen-minute intervals for two or three doses, 
beginning one and a quarter hours before operation. 

There were no deleterious results, such as abscess, 
necrosis of the tissues, or laxative effect. Glass and 
Wallace therefore concluded that with the alkaline 
synergistic method the postoperative condition is 
entirely altered. Absence of gas, wound pains, and 
distention, improvement in the appetite, and 
decreased mental depression make convalescence 
shorter and more agreeable. 

IsaABELLA C, HERB, M.D. 


SURGICAL INSTRUMENTS AND APPARATUS 


Lewis, E. J.: A Turnbuckle Extension Apparatus 
for the Reduction of Fractures. J. Am. M. 
Ass., 1922, Ixxviii, 108. 

Interest in fractures has been stimulated recently 
by the war and the inquiries of the industrial com- 
missions and compensation boards. Various new 
methods of treatment have been suggested and 
tried, especially in the recently established fracture 
wards of the larger hospitals. 

The author has devised a fracture-reducing ap- 
paratus consisting of several units. Each unit is 
made up of two steel rods joined by a turnbuckle 
with right and left threads extending, except for a 
short interval, along its entire length, to allow a hold 
for a wrench. Each unit acts as a truss rod or sup- 
port for the broken bone as it is locked at each end 
into an inverted T-shaped anchor post which is 
firmly set in the plaster. The vertical limb of the 
anchor protrudes through the plaster and is per- 
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One of the units. 


forated to receive and hold the end of the truss rod 
by means of a lock nut. 

It is usually necessary to use three or four units. 
By adjustment of the length of the truss rods at the 
anchor posts and through the central turnbuckle, 
the angulation and shortening of the bone may be 
overcome. The finer manipulations may be carried 
out under the fluoroscope. 

Special care must be taken to use sufficient and 
properly placed padding in the application of the 
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Little, J. M.: Observations on the Operative Treat- 
ment of Epilepsy, with a Report of Fourteen 
Cases. Boston M. & S. J., 1922, clxxxvi, 65. 


Three cases of Jacksonian epilepsy are reported 
in detail. One patient had not had a seizure in 
eleven and one-half years after the operation. The 
second, during a period of nine years, had been 
greatly improved, although the seizures continued. 
The third still had epileptic seizures six years after 
the operation but they were of a milder form. All 
three were able to work and support themselves. 

Eleven cases were of the general epileptic type 
and either the decompression of Cushing or the 
trap-door drainage of the motor area recommended 
by Krause was performed. All were temporarily 
benefited. Five died in from eight months to three 
years after the operation. Three patients were 
relieved, two had recurrence of the attacks, and 
one was not benefited. 

Eighty-one cases collected from the literature are 
outlined in a table. 

Little does not wish to start the over-enthusiastic 
surgeon on a career of indiscriminate operating for 
epilepsy but believes operation is beneficial in some 
cases. The first essential is the proper selection of 
cases, and the second, the choice of the proper 
operation. R. M.D. 


Troell, A., and Hesser, C.: The Problem of Cere- 
bellar Localization (Ueber das cerebellare Loka- 
lisationsproblem). Acta chirurg. Scand., 1921, liv, 


The purpose of these investigations was to dis- 
cover the localization of function in the cerebellum. 
The starting point was the theory advanced by 
Bolk which is based on his comparative experiments 
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1, turnbuckle; 2, anchor post; 3 and 4, two forms of wrench. 


cast. The joints at the ends of the broken bone 
should be flexed to a right angle if possible, and 
the cast extended for some distance above and be- 
low the injured part. There is maximum muscle 
relaxation. 

The appliance has been found most useful for 
transverse and dentate fractures of the tibia, the 
shaft of the femur, and of one or both bones of the 
forearm. It is light, compact, economical, and 
accurate, Dantev H. Levintuat, M.D. 


HEAD AND NECK 


on the morphology of the cerebellum. According to 
Bolk’s morphologic classification of the mammalian 
cerebellum, cerebellar function is distributed in the 
cerebellar cortex in accordance with the grouping of 
the various muscle regions of the body. The regions 
identified and named by Bolk are considered also 
as functional entities: the anterior lobe contains the 
centers of the muscle groups of the head (eyes, 
tongue, chewing, and mimic muscles) and also those 
of the laryngeal and pharyngeal musculatures. 
The lobulus simplex contains the centers for the 
neck muscles and those of the nape of the neck; 
the Sublobules C; and C2 of the posterior median 
lobule, the centers of bilateral synergistic motions 
of the extremities; the ansiform and paramedian 
lobules, those of unilateral isolated motions of the 
extremities; and the Sublobules (A) and (B) of the 
posterior median lobule and the vermicular forma- 
tion are the centers for the musculature of the trunk, 
that is, the back, abdomen, perineum, and tail, 
respectively. 

The clinical and experimental results of others do 
not coincide with Bolk’s results. There were many 
difficulties to overcome as it is necessary to produce 
the lesions more or less blindly through trephine 
openings. The authors’ tests were made on dogs, 
cats, and pigeons. Cortical extirpations within the 
area of the ansiform lobule resulted in locomotor 
disturbances in the extremity of the same side in the 
form of hypermetria, adduction, extension or flexion 
postures, and spasticity; the muscles of the anterior 
extremity of the same side are represented in Crus 
1 and Crus 2 which contain centers for the muscle 
synergy of the anterior and posterior extremities 
of the same side. 

Injuries of the paramedian lobule resulted in an 
apparent inhibition of locomotion and deep or more 
extensive superficial lesions. A more extensive but 
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transient syndrome was observed which was char- 
acterized at first by certain forced positions and 
forced motions in which large portions of both 
the extremities and the neck and trunk muscu- 
lature participated. These symptoms showed 
that the paramedian lobule not only regulates 
automatic motions of the extremities of the 
same side, but represents also muscle synergy 
constituted by elements of other portions of the 
body. It is in functional relationship to the muscula- 
ture of the extremities, especially certain muscle 
groups of the anterior leg of the same side, but 
influences also certain areas of the muscle groups of 
the neck and trunk. 

Injuries of the anterior part (Sublobule C; and 
C.) of the posterior median lobule were followed 
by transient locomotor disturbances in the extrem- 
ities, especially the posterior, which were associated 
with loss of equilibrium and a tendency to ab- 
normal positions and motions of the body. Al- 
though the musculature of the extremities, espe- 
cially the posterior, was represented here, it can 
hardly be assumed that this is a center for the 
regulation and co-ordination of bilateral synergistic 
movements of the extremities. 

Lesions of the vermicular formation show ab- 
normalities both in attempts at locomotion and at 
rest, signifying disturbances of function of the trunk 
muscles. This formation has a functional correlation 
with the trunk muscles and influences also other 
muscle regions (the neck and probably the back, 
the extremities, and the eye muscles). 


Injuries involving the lobulus simplex showed that, 
as regards function, the neck muscles are not repre- 
sented exclusively in this part of the cerebellum. 

Deep and extensive injuries within the whole re- 
gion of the posterior lobe caused a marked inhibition 
of, or indisposition to, walking and standing and 


certain marked forced lying positions, forced 
postures, and forced motions. The nature of these 
signs and the fact that the lesion involves 
not only the gray cortical matter but also the 
subjacent white matter make it probable that these 
disturbances are caused not only by the superficial 
lesions and the subjacent centers with their projec- 
tion paths, but also by interruption of association 
paths, whereby a many-sided functional relationship 
and an intimate connection between various cell 
groups and cortical areas are disturbed. 

Lesions of the anterior lobule caused no clinically 
discernible sign with relation to the muscles 
of the head, pharynx, and larynx but produced 
disturbances of many varieties, consisting of single, 
circumscribed, and usually bilateral signs of 
the extremities (hypermetria and abduction posi- 
tion), marked difficulty in locomotion, and inabil- 
ity to maintain the normal position and equilibrium, 
in addition to forced positions and forced motions. 
This lobe has a direct influence upon the musculature 
of the extremities and cannot be reserved ex- 
clusively for the muscle groups of the head and the 
visceral neck muscles. 
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In view of these findings, the functional cerebellar 
localization of Bolk, based entirely upon the 
morphology, is not verified. The division of the 
cerebellar cortex according to the large body parts 
into a number of primary functional centers which 
correspond topographically to the individual cere- 
bellar lobuli is untenable. The findings made by 
the authors which corresponded most closely to 
Bolk’s theory are those indicating that the ansi- 
form lobule is a center for the bilateral extremities, 
but they do not verify his belief that this lobule is 
reserved exclusively for the bilateral extremities 
so that all other muscle synergy is excluded from 
any influence. These experiments showed also many 
exceptions to Bolk’s rule that there is a definite 
relationship between the morphologic development 
of the cerebellar lobules and the physiological 
grade of development of the muscle regions, which 
Bolk attributes to the respective lobules. The 
exceptions are the centers of the extremities, such 
as the anterior part of the posterior median lobule 
(Sublobule C) which he believes to be an unpaired 
center for the bilateral synergistic motions of the 
extremities, and the ansiform and the paramedian 
lobules as paired centers for the unilateral automatic 
motions. These findings were not verified in other 
mammals and man. The same is true of the lobulus 
simplex and the vermicular formation in the cat and 
man. This parallelism forms the fundamental basis 
of Bolk’s localization theory, the undermining of 
which destroys the validity of his entire theory. 

L. Neuwett, M.D. 


Williams, T. A.: The Early Diagnosis of Brain 
Tumor Before Eye Signs Occur. N. York M.J., 
1922, Cxv, 18. 

An hysteriform syndrome is a common initial 
manifestation of the presence of a new growth in the 
brain. The difficulty in the diagnosis is complicated 
by the erroneous statement perpetuated in textbooks 
that the alteration of the usual fields in these cases 
is a sign of hysteria. Williams states that inversion 
of the color fields or restriction of the form field are 
indicative of physical damage and are not charac- 
teristic of hysteria. Another drawback to the early 
diagnosis of brain tumor is the belief that one must 
find a swelling of the optic disc and that there must 
be vomiting and diffuse headache. These symptoms 
come late and are indicative of greatly increased 
intracranial tension. A localized headache, how- 
ever, may be an early sign. Dizziness may be a local 
sign of a lesion of the posterior fossa, and vomiting 
may be provoked by a tumor which presses upon 
the medulla. These tumors are the easiest to locate 
on account of the abundance of sensory and motor 
structures traversing the region. The most difficult 
tumors to detect are those in the cerebrum itself 
unless they involve one of the sensory or motor 
areas or the speech area. Another complication 
making the diagnosis difficult is arterial hyper- 
tension. The histories of three cases are reported in 
brief. 


The diagnosis of hysteria may be quite difficult 
in the absence of physical signs and when erratic 
behavior is the only symptom. The clinical diagno- 
sis must not be influenced by the erroneous doctrine 
that physical disturbances may be of hysterical 
origin. 

In encephalitis the most difficult differential 
diagnosis of all is from the mild acute psychopathies, 
with or without delirium. In these cases the diagno- 
sis can be made only by watching the course of the 
disease or discovering a lymphocytosis of the spinal 
fluid. Cart R. STEINKE, M.D. 


Pette, H.: The Symptomatology and Differential 
Diagnosis of Tumors of the Cerebeilopontile 
Angle (Zur Symptomatologie and _ Differential- 
diagnose der  Kleinhirnbrueckenwinkeltumoren). 
Arch. f. Psychiat., 1921, |xiv, 98. 


Pette reports in detail eight cases of tumor of the 
cerebellopontile angle from the University Clinic for 
Nervous Diseases at Hamburg and discusses the 
symptoms and differential diagnosis. 

The most common:symptom is headache. The 
area most affected is the region of the tumor, and 
particularly the back of the head. The patient’s 
statements regarding sensitiveness to percussion of 
the skull are often very indefinite. Such sensitive- 
ness usually varies with the gravity of the disease. 


Vomiting is a particularly frequent and early symp- ¢ 


tom in cases of tumor of the posterior cranial fossa, 
but may occasionally be absent. 

The intensity of the symptoms varies within 
astonishingly wide limits. Periods when the general 
condition is at its worst may be followed by periods 
of improvement, of even complete freedom from 
symptoms. Psychic changes are rare. The most 
important general symptom is choked disc. This is 
found in nearly every case and appears early but 
cases have been verified at autopsy in which it was 
absent. The homolateral eye usually shows the 
more developed choked disc, but the degree of its 
development gives no clue to the size of the tumor. 

The frequency of the pulse is of no particular 
diagnostic significance. The most important of the 
focal symptoms indicate injury of the auditory 
nerve, whether or not the tumor has its origin in this 
nerve. The auditory nerve symptom is of particular 
importance in indicating whether the location of the 
tumor is intra- or extra-pontile. If it is intra-pontile, 
these disturbances usually do not appear until the 
later stages, while if it is extra-pontile they appear 
very early. 

Associated with the auditory nerve symptoms 
there are usually those belonging to the vestibular 
apparatus. The latter may be absent, however, 
even when the cochlear nerve is injured. Of par- 
ticular importance are the morbid manifestations 
of the trigeminus nerve. These are observed very 
early. The sensory part of the nerve is injured very 
much more frequently than the motor part. It is 
not yet definitely known whether the failure of cor- 
neal reflexes is always the first symptom of an injury 
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to the trigeminus nerve (Oppenheim). Symptoms 
due to the facial nerve are frequently absent from 
the disease picture. 

Disturbances of the muscles of the eye are often 
observed. These are mostly remote effects of an 
increase in the intracerebral pressure. Pronounced 
cerebellar symptoms may be entirely absent in 
spite of extensive destruction. According to Barany, 
nystagmus is an associated symptom caused by 
pressure on Deiters’ nucleus. Disturbances of the 
motor and sensory tracks of the extremities and 
trunk are caused by pressure on the pons. It is 
astonishing what slight symptoms may be caused 
by even visible injuries to the pons and medulla 
oblongata. According to whether the pressure 
affects the pyramidal or sensory tracks on the same 
or the opposite side, there is hemiparesis of the one 
or other side. The sensory tracks are generally 
involved later and less frequently than the motor. 

There are no positive symptoms making possible 
a differential diagnosis between tumors of the cere- 
bellopontile angle and tumors in the pons and cere- 
bellum. The origin of the symptoms must be con- 
sidered and, above all, the order in which they 
appeared. Thus it may be regarded as certain that 
in cases of tumor of the cerebellopontile angle the 
lower cranial nerves are damaged first, especially 
the auditory nerve, and cerebellar and pontile dis- 
turbances do not develop until later. It is entirely 
different in cases of simple cerebellar tumor. In 
these, the cerebellar symptoms always are noted 
first and the paralysis of the lower cranial nerves 
does not develop until later. 

In intrapontile processes the disease picture is 
usually introduced by manifestations of sensory 
and motor irritability. The paralysis of the cranial 
nerves which develops subsequently is more often 
bilateral than unilateral. Disturbances of hearing 
are not so early observed when the tumor is intra- 
pontile, but when they are present they are usually 
more severe than in cases of tumor of the pontile 
angle since in the latter the auditory nerve on the 
uninvolved side usually remains unaffected and 
conceals the loss of function on the involved side. 
Encroachment of the growth upon the vestibular 
nucleus and cerebellum causes disturbances in 
equilibrium and gait. Choked disc is usually absent. 

WERDE (Z). 


Smith, S. M.: Postoperative Treatment of Brain 
Abscess. Ann. Otol., Rhinol. & Laryngol., 1921, xxx, 
97°. 

At the time of the first packing, great care must be 
exercised to manipulate the brain substance gently 
and just as little as possible. When a drainage tube 
is used and allowed to protrude, considerable 
damage may be done by applying a flat dressing 
over it. It is much better to place a quantity of 
loose gauze packing at the outer end of the drain. 

The cigarette drain, which is preferred by the 
author, must be carefully inserted to the full depth 
of the abscess cavity. If iodoform gauze is employed 
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—and this is advisable in almost all primary dress- 
ings—it must be borne in mind that its continued 
use over an extended period may cause symptoms of 
iodoform poisoning. 

The author has rarely used irrigation in cases of 
brain abscess. 

In cases of imperfect drainage, finger exploration 
has proved of value. Smith believes that the prin- 
ciple of the Mosher and the British Army drain is 
good but states that he has not used these drains. 

The dressings should be changed once, or, if 
necessary, twice a day. 

The encapsulated form of abscess requires a 
longer period to heal by the development of granula- 
tions than the unencapsulated type, and must 
therefore be drained for a longer time. 

The dura should not be sutured. The usual meth- 
ods of protecting the dura before and during 
operation should be scrupulously carried out after- 
ward until the abscess has entirely healed and the 
wound is closed. H. A. McKnicut, M.D. 


Trotter, B. C.: A Case of Lateral Sinus Thrombosis. 
Lancet, 1922, ccii, 128. 

The article describes an interesting case of lateral 
sinus thrombosis probably due to acute pyorrhcea 
and alveolar abscess. 

The patient was a healthy farm laborer who, after 
working in the hot sun, developed headache, dizzi- 
ness, and a tender swelling in front of the right ear. 
All of his teeth were more or less decayed, and the 
gums swollen, red, and purulent. Two days later, 
after chills, high fever, sweating, and otorrhoea, a 
diagnosis of acute otitis media with lateral sinus 
thrombosis was made. 

Two days later he was operated upon. The 
internal jugular vein, which was found to be 
empty, was ligated through an incision over the 
anterior border of the sternocleidomastoid muscle, 
and the incision closed except for the lower % in. 
The mastoid was then opened, but no pus was 
found. When the incision was deepened down to the 
lateral sinus a quantity of foul, blackish liquid pus 
was evacuated. The opening into the lateral sinus 
was enlarged to admit the end of the little finger 
and the cavity washed out with hydrogen peroxide. 
A drainage tube was then inserted and the wound 
lightly packed with sterile gauze. 

After severe headache and fever for about two 
weeks the patient recovered. Vomiting was per- 
nicious and was stopped only by % oz. doses of 
champagne every hour for several hours. 

A foul nasopharyngeal discharge on the fourteenth 
day which interfered with deglutition was cleared 
up after a week by a nasal douche and gargle of a 
mild alkaline solution. 

On the fifteenth day headache was persistent, 
but was relieved by needle puncture of the posterior 
fossa and the removal of turbid fluid. The next day 
incision and drainage over this spot marked the 
turning point in the patient’s condition. On the 
sixteenth day the teeth were removed. Recovery 
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was rapid, with complete healing on the thirty- 
first day. 

The infection probably began in the teeth and 
from there progressed to the lateral sinus through 
the pharyngeal veins, parotid region, and internal 
jugular vein by ascending thrombosis. 

Marcus H. Hopart, M.D. 


Frazier, C.H.: Neuralgias of the Trigeminal Tract 
and Facial Neuralgias of Other Origin: Im- 
pressions Derived from a Survey of 555 Cases. 
Ann. Olol., Rhinol. & Laryngol., 1921, xxx, 855. 


Major trigeminal neuralgia begins without any 
apparent exciting cause and usually after middle 
life with a sharp, shooting, stabbing, lancinating 
pain in one of the three divisions of the trigeminal 
nerve, usually the second or third. The pain is 
likened by the patient to an electric shock or the 
pain that would be caused by a boring hot iron or 
the tearing of flesh. Its distribution has definite 
anatomical limitations, and without variation it is 
referred to the terminal distribution of the nerve 
involved, to the lips, gums, tongue, teeth, nose, or 
forehead. 

The pain is not controlled by morphine. The 

habitual use of morphine is presumptive evidence 
that the patient is not a subject of major trigeminal 
neuralgia. 
- The neuralgias due to tumor invasion may be con- 
fused with the major trigeminal neuralgias. If the 
tumor involves a root or ganglion, the pain is often 
paroxysmal and in other respects its resemblance 
to major trigeminal neuralgia is quite striking. 
There are, however, points of distinction which, if 
not overlooked, are sufficient for purposes of differ- 
entiation. Chief among these are objective sensory 
disturbances, hyperesthesia or anesthesia in some 
portion of the trigeminal distribution. 

Frazier doubts that sinus and dental infections are 
causal factors of major trigeminal neuralgia. The 
true cause is still unknown. 

If vascular changes, arteriosclerosis, fibrosis, and 
a secondary anemia are causative agents, the dis- 
ease would not be so conspicuously a unilateral 
affection. 

In certain neuralgias cocainization of the spheno- 
palatine ganglion controls the pain almost immedi- 
ately but Frazier is at loss to explain the significance 
of this unless the sympathetic system is a factor. 
Certainly treatment directed to the trigeminal 
tract is of no avail. 

Frazier summarizes his observations regarding 
the types of neuralgia as follows: 

“We recognize, first of all, a definite clinical en- 
tity in what we prefer to call ‘major trigeminal 
neuralgia,’ the symptoms of which are so char- 
acteristic that a diagnosis can be made that should 
admit of no discussion. The etiology is still a matter 
of speculation. We recognize other neuralgias in the 
distribution of the trigeminal nerve, some of them 
simulating the major type, such as the neuralgias 
due to tumors involving the sensory root, the 
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ganglion or its several divisions, or the neuralgia 
following herpes zoster. We recognize a_ third 
group of neuralgias involving chiefly the ophthalmic 
division, that we believe to be of toxic origin; 
symptomatically they have nothing in common with 
the major type. We recognize a fourth or miscel- 
laneous group in which the pain, though of great 
intensity but not paroxysmal, is referred chiefly to 
the orbit, temple, and cheek, sometimes to the 
neck, and is associated frequently with general 
headache or hemicrania, a group in which our 
suspicion has been aroused as to the part the sym- 
pathetic system may play in its origin. We recognize, 
finally, a fifth group, which we classify with the 
psychoneuroses or psychalgias.”’ 

In cases of major trigeminal neuralgia Frazier 
has done 204 avulsions or sections of the sensory 
root, five complete excisions of the ganglion, and five 
partial excisions of the ganglion. There has been 
but one operative fatality in the last 177 cases. 
The operative technique is described. 

Complications which may follow the operation 
are: anesthesia of the area supplied by the nerve 
operated upon; deterioration of hearing on the side 
operated upon; trophic lesions in the cornea, which 
are easily controlled by proper early treatment; and 
transitory facial paralysis. In the last 121 cases, in 
which the self-retaining retractor was not used, 
transitory facial paralysis did not develop. 

If a clear case is made out for neuralgia of the 
sphenopalatine-ganglion type, permanent relief 


will come only when the ganglion is excised. The 
part which the sphenopalatine ganglion plays in the 


etiology of these atypical forms cannot be definitely 
determined until the ganglion itself has been 
excised in a series of properly selected cases. In 
this problem and in the investigation of the réle of 
the sympathetic system lies the most fertile field 
for future research. 

Six cases are reported to illustrate the various 
types of neuralgia. Carv R. STEINKE, M.D. 


Krueger, R.: The Surgical Treatment of Prog- 
nathism (Die chirurgische Behandlung der Pro- 
genie). Arch. f. klin. Chir., 1921, cxvili, 261. 

Prognathism is characterized by protrusion of the 
chin, a high lower jaw, a thickened lower lip, and 
imperfect closure of the teeth. It usually results in 
enlargement of the tongue, disturbances of nutrition, 
and interference with speech. It may be congen- 
ital or acquired as the result of a fracture, luxation, 
or joint disease. In the first type, the true prog- 
nathism, the initial symptoms appear about the 
sixth year of life and end at the time of puberty as 
complete prognathism. In the beginning, dental- 
orthopedic measures may be considered, but after 
the end of the bony development of the mandible 
results can be obtained only by surgical-dental 
treatment. 

Various measures have been proposed. In the 
choice of a method, the deciding factor under all 
circumstances must be the anatomical character 
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of the particular case. Up to the present time the 
literature contains the reports of: (1) wedge or 
trapezoid resections from the horizontal ramus of 
the lower jaw, (2) the same resections from the 
angle of the jaw, (3) the sawing-through of the 
ascending ramus with displacement of the frag- 
ments, (4) the arched sawing-through of the angle 
of the jaw, and (5) resections of both condyles. 
After a short critical review of these various 
procedures and a consideration of the alleged dis- 
advantages associated with bilateral resection at 
the horizontal ramus, the author describes the 
treatment used by Schroeder, Ernst and himself in 
three cases. The first part of the technique con- 
sisted in the preparation of the mouth, the creation 
of gaps between the teeth, the formation of the 
plaster models for the preparation of the splint 
apparatus and resection to allow a normal bite, 
and the mounting of the splints on the teeth. Then, 
under local and conduction anesthesia, a small 
incision was made parallel with and below the 
border of the lower jaw, the bone was exposed sub- 
periosteally in the tooth space without opening the 
oral cavity, an angular division of the mandible 
was effected by means of closely-placed bored holes 
of small caliber and division of the intervening 
trabecula of bone with a chisel, the maxillary frag- 
ments were approximated, the intra-oral wires 
were screwed tight, and the wound was closed with 
suture of the periosteum and skin. A fluid diet was 
given during the first few days. Bone sutures were 
avoided. Consolidation occurred in two or three 
months and the cosmetic and functional results were 
excellent. HEINEMANN-GRUEDER (Z). 


NECK 


Bloch, J. C., and Charrier, J.: Notes on the Sur- 
gical Treatment of Goiter (Notes sur le traite- 
ment chirurgical des goitres). Presse méd., Par., 
1921, xxix, 853. 

The authors state that during a recent trip to 
Berne they had occasion to see a number of opera- 
tions for goiter, ‘an affliction so frequent in Switz- 
erland that there is not a surgical session at which one 
or several goiter operations are not performed.” As 
the therapeutic methods used in Switzerland differ 
greatly from those used in France, the authors be- 
lieved it would be of interest to describe them in 
detail. 

The indications for operation vary according to 
whether the condition is simple or exophthalmic 
goiter. 

In France the nodular and cystic goiters pre- 
dominate and the usual operative procedure is an 
enucleation without previous ligature. In Switzer- 
land, on the contrary, the incidence of parenchy- 
matous goiters is about 10 per cent, not including 
the goiters called ‘“goitres du soldat’? which are 
common between the ages of 20 and 25 years and 
are both parenchymatous and nodular. In such 
cases enucleation is impossible. 
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In cases of parenchymatous goiter the Swiss sur- 
geons ligate the thyroid arteries and then do a 
resection, They ligate the two inferior arteries first 
and after delivery of the goiter tie off the trunk of 
one superior thyroid artery or the anterior branches 
of both of them. The goiter is resected by means of 
a partial thyroidectomy, the isthmus, the posterior 
portion of the two lateral lobes in the region of the 
recurrent nerves, and the parathyroids being left. 

In cases of nodular and cystic goiters, even if 
enucleation is possible, the first step in the operation 
is ligation of the inferior thyroid artery. If the 
goiter is unilateral, the two thyroid arteries on one 
side are ligated. When there are nodules in both 
lobes, the technique employed for parenchymatous 
goiters is used. As soon as the ligations have been 
made, a strumectomy is performed. Sometimes, 
but only when there is a single cyst or an isolated 
lump, subcapsular enucleation is done. 

The authors state that in their astonishment at 
seeing the Swiss surgeons employ such a complex 
and difficult technique, they asked the reason why 
resection was preferred to enucleation. All the 
operators replied that the conservation of a large 
portion of the thyroid gland favors recurrence and 
that the ligatures, besides preventing hemorrhages 
during the resection, have the further advantage 
that they produce a partial anemia of the gland. 

For the treatment of Basedow’s disease the Swiss 
surgeons, de Quervain in particular, advocate opera- 
tion. In general, de Quervain prefers thyroidectomy, 
or at least partial thyroidectomy, to ligation alone. 
The latter is used only when the patient’s condition 
will not permit a more radical procedure. The opera- 
tion is indicated or contra-indicated entirely by the 
patient’s clinical condition. Swiss surgeons do not 
seem to attach as much importance to the metabo- 
lism as American surgeons. De Quervain, in particu- 
lar, emphasizes the fact that the surest guide to the 
proper type of operation is clinical experience gained 
by the study of many cases. He believes that med- 
ical treatment is inefficacious and indicated only 
when the condition is so severe that operation is 
contra-indicated. In such cases rest in bed and 
the administration of bromides make it possible to 
delay operation until the condition has improved. 
A partial thyroidectomy or at least a hemithyroidec- 
tomy is then performed. If this is impossible, an 
inferior artery on one side or the two thyroid arteries 
are ligated. Only one side is done at a time as in 
this way the opposite side is kept free from cica- 
tricial adhesions so that if a second operation is 
required it can be performed easily. The ideal 
technique consists of a first-stage operation in which 
one lobe is removed after ligature of the two thyroid 
arteries on the same side and, if necessary, a second- 
stage operation in which the greater part of the other 
lobe is removed after ligation of the corresponding 
inferior artery. 

The authors describe the regional anatomy with 
special reference to the descriptions of de Quervain 
and Cunéo and in a schematic drawing show the 
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routes of access to the inferior thyroid artery and 
the gland. 

In the rest of the article the operative technique 
employed by the Swiss surgeons is described in 
detail. Regional anesthesia induced by means of a 
1:200 solution of novocaine is practically always 
employed. The incision is made in accordance with 
the technique of Kocher. The various steps in the 
ligation of the inferior thyroid arteries, the delivery 
of the goiter, the ligation of the superior thyroid 
arteries, the resection of the goiter, and the closure 
of the wound are described. 

In conclusion the authors state that in their 
opinion all the indications for the surgical treat- 
ment of goiter in France are met by subcapsular 
enucleation. W. O. Jounson, M.D. 


Crile, G. W., and Lower, W. E.: Special Points in 
the Technique of Operations on the Thyroid 
Gland. Ann. Surg., 1922, Ixxv, 47. 


On the basis of their experience the authors em- 
phasize the following points in the operative 
technique: 

1. In general the functional equivalent of a 
normal gland should be left. This means a small 
piece of an exophthalmic gland and a large amount 
of a colloid goiter. 

2. Resecting only the larger lobe has a’ poor 
cosmetic effect. Removing both lobes and leaving 
the poles, which will appear as lumps, is not en- 
tirely satisfactory. If the median lobe is left, it 
suggests an Adam’s apple. 

3. A long vertical median incision is used only 
for midline adenomata or small goiters. High 
division of the muscles does not permit adequate 
dissection of the lower pole. When more than a 
vertical incision is necessary, transverse division 
is employed. 

4. Tying the four arteries outside of the capsule 
may result in parathyroid deficiency due to the 
decrease in the blood supply. 

5. Catching masses of thyroid tissue by large 
forceps and ligating en masse may interfere with the 
voice and has been abandoned. Individual vessels 
should be clamped with small forceps. 

6. Pushing out a bilateral burrowing goiter by 
traction, pressure, and stretching may damage 
the recurrent nerves, cause immediate bilateral 
paralysis of the vocal cords, interfere with the air 
intake, and necessitate tracheotomy. Broncho- 
pneumonia and death may result. A large vein 
may be torn and complicate the operative field. 
Primary separation of the upper attachment of 
the lobe and a slight pull from above permits the 
thyroid to rise out. 

7. Catching and tying bleeding vessels on the 
surface of the trachea necessitates the inclusion of 
the peritracheal fascia and sensory nerves which 
enter the trachea. This may cause irritation, cough- 
ing, and increased mucus with possible resultant 
local tracheitis, bronchitis, bronchopneumonia, and 
death. This is avoided by bloodless dissection above 


the line of cleavage so that vessels may be ligated 
without including the senso y nerves. 

8. Interference with the mechanism of swallow- 
ing may result from: (1) dislodging with the finger 
a gland that has extended between the larynx and 
cesophagus and pharynx; (2) attempting tocatch 
an escaped superior or inferior artery; (3) dis- 
secting between the cesophagus and larynx. 

9. Acollapsed trachea may be dilated by means 
of the gas-oxygen apparatus. For tracheotomy, a 
small transverse opening between the rings should 
be made early rather than late. 

10. The operative field must be kept clear. 

11. Blood in the trachea may initiate broncho- 
pneumonia. 

12. In serious cases the wound is left completely 
open and dressed with gauze soaked ina 1:5,000 
solution of flavine. The advantages are: (1) a 
decrease in the time of the operation; (2) the ab- 
sence of postoperative pain and discomfort; (3) 
the prevention of absorption of aseptic wound se- 
cretion. Wounds are closed under analgesia and 
local anesthesia, with the patient in bed, usually 
on the afternoon of the same day or the next 
morning, but occasionally on the second day. After 
the first six hours there is a slight tendency to in- 
creased contamination. 

13. The operation is stopped at any point when 
there is doubt as to the outcome. It can usually 
be resumed and completed on the following morning. 


CHEST WALL AND BREAST 


Hedblom, C. A.: The Diagnosis and Treatment of 
Tuberculous Empyema. J.-Lancet, 1921, n.s. 
xli, 644. 


The author discusses the etiology, pathology, 
bacteriology, diagnosis, and treatment of tubercu- 
lous empyema. The end-results are known in sixty- 
seven of seventy-four cases treated at the Mayo 
Clinic since 1910. Fifty-eight and two-tenths per 
cent of the patients are cured or much improved; 
nearly 4.5 per cent are not improved; 37.3 per cent 
are dead; and 14.9 per cent died within two months 
of the operation. 

In a summary the author formulates tentative 
conclusions as follows: 

In a large number of cases primary or idiopathic 
pleurisy with effusion is probably tuberculous in 
nature. 

Tuberculous pleurisy may be primary or it may 
be secondary to a pulmonary, peritoneal, or other 
tuberculous lesion. 

The onset of tuberculous effusion may be insidious 
or sudden, and may be associated with an acute and 
severe constitutional reaction. 

A mixed infection due to the perforation of a tu- 
berculous cavitation often runs an acute and rapidly 
fatal course. 
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14. If patients demand to know the time of 
operation they are told, but otherwise preparations 
are carried on so carefully that they will not know 
the place or time. 

15. Although the X-ray reduces the activity of 
the thyroid, it has the following disadvantages: 
(1) the dose required to produce a given effect is 
guessed at: if it is sufficient to kill all thyroid cells, 
myxoedema results; if it does not kill the cells, re- 
lapse occurs; (2) relapses are common; (3) delay in 
unsuccessful cases leads to serious damage to the 
myocardium, liver, nervous system, etc.; and (4) 
scar tissue and adhesions caused by the X-ray 
complicate the operation. 

16. Ligation is employed as a preliminary to 
thyroidectomy. Double ligation rarely cures and 
may be followed by a relapse. 

17. The beneficial effect of ligation is due prob- 
ably, not to the decrease in the blood supply, 
but to the break in the sympathetic nerves which lie 
on the walls of the superior thyroid arteries. 

18. A diagnosis of hyperthyroidism is an indica- 
tion for thyroidectomy. If rest fails to cure, the 
patient sustains serious damage to the myocardium, 
liver, and nervous system, and the difficulty of 
operation is increased. 

On the basis of operability the authors class 
hyperthyroidism with appendicitis. The mortality 
of thyroidectomy is almost as low as that of ap- 
pendectomy. Wa ter C. Burkert, M.D. 


THE CHEST 


The diagnosis of tuberculous empyema is made by 
the demonstration of the bacilli in the exudate, by 
animal inoculation, or by examination of the sec- 
tioned pleura. 

A sterile effusion is probably tuberculous; an 
infected effusion may be tuberculous. 

An empyema may be tuberculous in spite of per- 
sistently negative findings over a long period of time. 

Empyema following primary idiopathic pleurisy 
with effusion, and empyema of insidious onset, 
especially when associated with a pulmonary or 
other tuberculous condition, is probably tuberculous. 

Repeated aspiration of only a part of the fluid is 
indicated in cases of serous effusion producing defi- 
nite dyspnoea on exertion or symptoms of circulatory 
embarrassment. 

The replacing of aspirated fluid by nitrogen or 
filtered air may be indicated in cases with symptoms 
of active phthisis referable to the same side as the 
effusion. 

A sterile purulent effusion should be treated as 
though it were serous if the lung expands when the 
fluid is withdrawn. If the lung is fixed in a collapsed 
condition or if the purulent effusion persistently 
recurs, a plastic operation may be indicated. 

An infected purulent effusion should be treated by 
the closed method with antiseptic irrigations or by 
open drainage; open drainage is indicated especially 
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in cases of severe infection associated with extensive 
pulmonary tuberculosis. 

A plastic operation involving closure of a bronchus 
offers the only prospect of cure in a case with an 
associated large bronchial fistula. 

Dakin’s solution may be contra-indicated in the 
presence of an extensively diseased lung because of 
its corroding action on superficial lesions resulting 
possibly in hemorrhage or the formation of a bron- 
chial fistula. 

An extrapleural rib resection is indicated for the 
collapse of closed sterile empyema cavities. The 
Bouffin-Wilms operation (Friedrich) is especially 
suitable for the collapse of large cavities without 
excessive thickening of the parietal pleura or rib 
deformity. 

A skin or muscle plastic operation is indicated for 
the obliteration of relatively small draining cavities. 

Cases of long standing in which the pleure are 
greatly thickened may require extensive resection of 
the entire chest wall after the method of Schede. 

Operation in several stages is indicated especially 
in the treatment of tuberculous empyema. Such 
treatment should extend the indications for opera- 
tion and lower the postoperative mortality. 

L. H. Fowter, M.D. 


Shortle, A. G., and Gekler, W. A.: A Report of 
Four Recent Cases of Thoracoplasty. J. Am. 
M. Ass., 1922, lxxviii, 168. 


The failure of the earlier operations for collapse 
of the lungs was due to: (1) the shock caused by 
lengthy operations and the loss of blood, and (2) 
disturbance of the respiratory rate, mediastinal 
flutter, and often death caused by the removal of 
one side of the chest wall. 

It has been found that in 25 per cent of cases 
artificial pneumothorax is unsuccessful because of 
pleuritic adhesions. Instead of the Friedrich opera- 
tion, the authors have adopted the safer operation 
of Sauerbruch, in which ribs from the first to the 
ninth are resected, usually at one sitting, and gas- 
oxygen is used instead of ether. 

In this article the following cases are reported: 

CasE 1. The patient was a woman, 45 years of 
age, who had had pleurisy with effusion in 1910. 
In 1918, cough and partial loss of voice developed. 
The sputum contained tubercle bacilli. The after- 
noon temperature was 99.5 degrees F. Artificial 
pneumothorax in April, 1919, was unsuccessful. 
All the symptoms became progressively worse. 
In May, 1920, an operation was performed. The 
fever subsided after the first week. Recovery was 
gradual and complete and associated with a gain of 
20 lbs. 

CasE 2. The patient was a man, aged 32 years, 
who developed cough and a rise in temperature with 
some hoarseness in December, 1917. Symptoms 
of pulmonary and laryngeal tuberculosis were 
present with “flare-ups” in the temperature. 
Following operation in May, 1920, the temperature 
remained elevated and the sputum profuse for six 
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to eight weeks, but then slowly decreased to normal. 
The patient is well at the present time and his 
weight is normal. 

CasE 3. This patient was a woman aged 30 
years. Active tuberculosis from the apex to the 
base of the left lung was diagnosed in 1918. The 
lung was collapsed and the symptoms disappeared. 
In June, 1920, the patient returned with a relapse. 
As it was impossible to collapse the lung again, 
thoracoplasty was performed. At the end of nine 
weeks the patient died from cardiac incompetency. 

Case 4. The patient was a man aged 34 years. 
Examination revealed in addition to active tuber- 
culosis with cavity formation in the left lung, 
weakness of the heart, a low blood pressure, and a 
4 plus Wassermann reaction. Operation was per- 
formed, but the patient developed ascites and died 
of cardiac weakness. 

The authors state that thoracoplasty should be 
performed only when the simpler artificial pneu- 
mothorax is found impossible. All cases should be 
carefully selected in regard to heart action and the 
condition of the opposite lung, as the operation 
causes sudden collapse of the affected lung and the 
burden is at once thrown upon the opposite side. 
Gas oxygen is the best anesthetic and may be 
supplemented by procaine. 

J. Picket, M.D. 


Costantini, H., and Duboucher, H.: Cervico- 
mediastinal Tumor on the Left Side Probably 
of Thyroglossal Origin; Extirpation After 
Disarticulation and Temporary Depression of 
the Clavicle; Operation Pneumothorax; Liga- 
tion of the Subclavian and Vertebral Vessels; 
Recovery (Tumeur cervico-médiastinale gauche 
d’origine thyréo-glosse probable. Extirpation aprés 
désarticulation et abaissement temporaire de la 
clavicule. Pneumothorax opératoire; ligature de la 
sous-claviére et de la vertébral. Guérison). Bull. 
et mém. Soc. de chir. de Par., 1921, xlvii, 1135. 


In the case described operation was decided upon 
because of incessant vomiting and _ progressive 
weakness. The condition was diagnosed as a sub- 
clavian tumor of unknown nature which compressed 
the pneumogastric nerve and by this irritation 
caused complete gastric intolerance. The clavicle 
was dis-inserted, the pneumogastric nerve, which 
was stretched over the anterior surface of the 
tumor, was disengaged, and the jugular vein was 
ligated and sectioned. The tumor was found to 
involve the subclavian artery and the innominate 
trunk and was isolated with difficulty; the sub- 
clavian artery was torn and ligated. The apex of 
the lung had been completely destroyed but the 
operative pneumothorax did not cause complica- 
tions. At the end of the operation the patient was 
in a very poor condition but ultimately made a 
good recovery. Histologic examination of the 
removed tumor suggested a thyroglossal origin. 

Duval, in submitting and discussing this report, 
stated that in order to approach the subclavian 
fossa, the lower carotid region, and the lateral 


region of the anterior mediastinum in cervico- 
thoracic surgery it is necessary to supplement the 
exposure of the subclavian fossa by an incision 
above the sternocleidomastoid. The extent of the 
resection of bone will vary according to the necessity 
for a greater or less descent into the mediastinum. 
With regard to the harmlessness of the surgical 
pneumothorax in the case reported he cited a similar 
favorable outcome following accidental operative 
pneumothorax reported from the Mayo Clinic by 
Hedblom. Duval believes that when severe com- 
plications follow an accidental operative pneumo- 
thorax it is best to transform the partial pneumo- 
thorax into a total pneumothorax and immobilize 
the lung by totally collapsing it. W. A. BRENNAN. 


Schwyzer, A.: Notes on Surgery of the Medias- 
tinum. Ann. Surg., 1922, lxxv, 53. 


In preliminary remarks the author briefly 
enumerates pathologic conditions of the medias- 
tinum: inflammations and purulent infections re- 
sulting from direct trauma, such as those due to 
a penetrating wound or. cesophageal perforation, 
and those due to direct extension or the breaking 
down of lymph glands; tuberculous glands; gummata 
Hodgkin’s disease; leukemia; simple hyperplasia 
or neoplasms of the thymus; intrathoracic goiters; 
aneurisms; benign neoplasms, such as lipomata, 
chondromata, fibromata, and dermoids; and malig- 
nant growths, such as carcinomata, sarcomata, and 
lymphosarcomata. 

In one case Schwyzer approached the posterior 
mediastinum by resecting several ribs near the 
costovertebral articulation and stripping back the 
pleura. He reports also two cases of purulent infec- 
tion in the anterior mediastinum in which the disease 
focus was approached by resecting several ribs 
anteriorly over the region of infection. A case of 
aneurism of the innominate trunk was cured by 
ligation of the common carotid and subclavian 
arteries near the aneurismal sac. The patient has 
now been well for eleven years. 

Another case cited. was a case of spindle-celled 
sarcoma of the mediastinum operated upon by 
Marwedel in Czerney’s Clinic in 1901. The growth 
was successfully removed and at the time the report 
was made the patient had been well for two years 
and two months. 

At present, hope lies mainly in roentgen and ra- 
dium treatment of malignant neoplasms of the medias- 
tinum. In acase of mediastinal angiosarcoma con- 
siderable relief was obtained by the use of the 
X-rays and 8,600 mg.-hrs. of radium. 

The author reports the successful removal of a 
mediastinal fibroma by means of a collar incision 
in the neck, a vertical incision over the sternum, 
and partial resection of the sternum. Positive 
pressure was used. In the closure of the wound the 
thoracic cavity was made air tight by suture of the 
subcutaneous tissue over the sternum and of the 
sternohyoid, sternothyroid, and _ sternomastoid 
muscles over the suprasternal region. 
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The differential pressure apparatus consisted of 
a Ben Morgan ether chamber or a large rubber bag 
connected with a foot bellows. The ether chamber 
or rubber bag is connected also by a long rubber 
tube and a forked glass arrangement with two in- 
tranasal tubes which are inserted down to, but not 
beyond, the soft palate. The long rubber tube is 
broken by a T tube, one arm of which is attached by 
a rubber tube to a glass tube about 1 ft. long, which 
is inserted in a tall glass and adjusted to extend 22 
or 23 cm. below the level of water in order to obtain 


‘approximately 17 mm. of mercury pressure. This 


latter serves as a manometer. The bellows is 
pumped just sufficiently to produce a gentle bub- 
bling of the water. The anesthetist regulates the 
pressure by closing the patient’s mouth. Ether 
vapor can be run into the system by a side tube 
attachment connected with the ether bottle and a 
rubber hand bulb. A tightly fitting face mask may 
be used instead of intranasal tubes, but is not so 
efficient. The narcosis is smooth. 

The author agrees with Sauerbruch that local 
anesthesia in its present form is unsatisfactory 
in intrapleural operations. 

Wa C. BurkeEt, M.D. 


Dickinson, G. K.: The Breast Physiologically and 
Pathologically Considered with Relation to 
Bleeding from the Nipple. Am. J. Obst. & Gynec., 
1922, 31. 

The breast, which is intended to functionate as a 
secondary sexual organ, is influenced by hormones, 
toxins, and the psyche. Hyperemia is induced 
monthly by the ovarian secretion, and if pregnancy 
ensues, the hormones activate the gland to further 
growth, and the formation. of colostrom which, if 
reabsorbed, determines the time of labor. 

The breast requires normal function and will 
tend to pathologic states of the tumor type if the 
natural cycle is interfered with. In certain persons 
the suppression of the menstrual flow may produce 
active congestion of the breast with pain, tenderness, 
and sometimes bleeding. There is such a response 
also in certain cases of metritis, parametritis, and 
ovarian tumors. At the menopause there is more or 
less change in the breast with an increased tendency 
to pathologic conditions. 

Before the thirty-fifth year of age the most com- 
mon type of breast tumor is the fibroid. In some 
cases this produces bleeding from the nipple. 
After the thirty-fifth year the fibrous tissue grows 
into the breast substance, and the irritation so 
caused is sufficient to produce a blood-stained dis- 
charge. 

The most common causes of bleeding from the 
nipple are papillomata, proliferations of the duct 
linings. In a number of cases the microscope 
showed that the cells at the base had begun ‘to 
wander, thus demonstrating evidences of malig- 
nancy. 

It is now believed by pathologists that tumor for- 
mation in the mamme is a type of chronic inflamma- 
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tion. Curiously, the left upper outer lobe is the part 
most apt to be the site of chronic interstitial change. 

The wandering cell produces local inflammatory 
reaction, with the formation of fibrous tissue. If 
the glandular substance is in excess the neoplasm is 
a soft cancer, while if the fibrous substance is greater, 
the neoplasm is of the scirrhous type. These types 
are equally malignant. 

There is no reliable sign as to malignancy or 
beginning malignancy. The benign condition is 
apt to be only temporary. We have not as yet a 
definite plan of attack for benign tumors; some 
surgeons resect in part, some do a complete plas- 
tic subcutaneous resection, and others a radical 
removal. C. H. Davis, M.D. 


Sistrunk, W. E., and MacCarty, W. C.: Life Ex- 
pectancy Following Radical Amputation for 
Carcinoma of the Breast: A Clinical and 
Pathologic Study of 218 Cases. Ann. Surg., 
1922, Ixxv, 61. 


The factors which seem important in determining 
the expectancy of life were carefully studied from 
a clinical and pathologic standpoint in a series of 
218 cases of carcinoma of the breast operated on in 
the Mayo Clinic. One of the most important ques- 
tions in the whole subject of cancer is why some 
patients live longer than others who have grossly 
the same or less amounts of local or general cancer. 

Of the series of 218 patients, 2.7 per cent died 
within six months; 21.1 per cent, within one year; 
34.9 per cent, within two years; 42.2 per cent, 
within three years; 49.1 per cent, within four 
years; and 55 per cent, within five years. Only 2.3 
per cent died after five years. After eight years the 
disease rarely recurs. 

Carcinomata which developed during pregnancy 
or the lactating period invariably proved fatal within 
five years after operation. Diffuse carcinomata 
which involved practically the entire breast caused 
death in every instance within five years; all but 
one of the sixteen patients with this type of growth 
died within three years after operation. When the 
axillary glands were involved, carcinomata around 
the nipple proved fatal in seventeen of eighteen 
cases (94.5 per cent) within five years. Seventeen 
of twenty patients with ulcerating carcinomata 
(85 per cent) were dead at the end of seven years; 
fourteen died within five years after operation. 

Age seems to have a definite bearing on the re- 
sults to be expected following operation. Forty-one 
and seven-tenths per cent of the patients over 50 
are alive from five to eight years after operation, 
while only 31.8 per cent of those under 50 have lived 
a corresponding length of time. The immediate 
hospital mortality was less than 0.5 per cent. 

Of a series of 218 patients with mammary cancer 
operated on at the Mayo Clinic it was found that 
138 are dead; the specimens of ninety-one of these 
patients were studied from the standpoint of cellular 
differentiation, lymphocytic reaction, fibrosis, and 
hyalinization. All pathologic specimens were 
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studied independently of the clinical histories, 
From the facts found in the study of these ninety- 
one cases the authors make the following generaliza- 
tions on mammary cancer: 

1. Cellular differentiation occurs in 15 per cent. 

2. Local lymphocytic infiltration occurs in 62 
per cent. 

3. Local hyalinization occurs in 54 per cent. 

4. Local fibrosis occurs in 71 per cent. 

5. Lymphocytic infiltration and fibrosis occur in 
41 per cent. 

6. Lymphocytic infiltration and _hyalinization 
occur in 28 per cent. 

7. Hyalinization and fibrosis occur in 52 per cent. 

8. Lymphocytic infiltration, hyalinization, and 
fibrosis occur in 28 per cent. 

9g. The average length of postoperative life of 
patients with lymphocytic infiltration alone is 28 
per cent greater than the average length of post- 
operative life of the patients in this series. 

10. The average length of postoperative life of 
patients with lymphocytic infiltration, hyalinization, 
and fibrosis is 15 per cent less than that of patients 
with local lymphocytic infiltration in this series. 

11. The average length of postoperative life of 
patients with lymphocytic infiltration, hyaliniza- 
tion, and fibrosis is 37.8 per cent greater than the 
length of postoperative life of patients in this series. 

12. The average length of postoperative life of 
patients without lymphocytic infiltration, hyaliniza- 
tion, and fibrosis is 42 per cent less than the average 
length of postoperative life of patients with lymph- 
ocytic infiltration, hyalinization, and fibrosis. 

13. The average length of postoperative life of 
patients with cellular differentiation is 57 per cent 
greater than the average length of postoperative life 
of the patients in this series. 

14. The average length of postoperative life of 
patients with fibrosis is 7 per cent greater than the 
general average length of postoperative life of 
patients in this series. It is also 42 per cent greater 
than that of patients without fibrosis. 

15. The average length of postoperative life of 
patients with lymphocytic infiltration and hyaliniza- 
tion is 44 per cent greater than the average length 
of postoperative life of patients in this series. 

16. The average length of postoperative life of 
patients with fibrosis and hyalinization is 71 per 
cent greater than the average length of postoperative 
life of patients in this series. 

From these generalizations it is concluded: (1) 
that the three greatest single factors in increased 
postoperative longevity in this series of ninety-one 
cases of mammary cancers were cellular differentia- 
tion, hyalinization, and fibrosis; (2) that lymph- 
ocytic infiltration alone does not seem to be the 
main factor; and (3) that while hyalinization and 
fibrosis appear to play individually some part in 
increasing longevity in cases of cancer of the breast, 
the two, when present in combination, constitute 
the greatest known defensive factor against the 
invasion of tissues by cancer cells. 


TRACHEA AND LUNGS 


Kaempfer, L. G.: A Foreign Body in the Lungs 
Innocuous for Forty Years. Am. J. Surg., 1922, 
xxxvi, 8. 

Kaempfer’s case was that of a widow, aged 58 
years, who had been in perfect health up to a few 
months before her death, but then developed a 
cough and later symptoms and signs which led to 
a diagnosis of bronchitis. Her condition became 
worse and three weeks before death a diagnosis of 
lung abscess in the lower right lobe was made. An 
X-ray plate showed an opacity in the lower right 
chest and also a well-defined shadow about 3 in. 
long and with parallel edges 4 in. apart in a 
vertical position just to the right of the bodies of 
the vertebra and merging its lower margin in the 
less dense shadow of the lower chest. This shadow 
was believed to be that of a foreign body which 
probably was the cause of the lung abscess. How- 
ever, it was very difficult to reconcile this assump- 
tion with the fact that a foreign body of such size 
could not have been inhaled by an adult uncon- 
sciously, that such a foreign body would first lodge 
in one of the larger bronchi and thus lie in the 
direction of the bronchus rather than in a vertical 
position, and that repeated bronchoscopic examina- 
tions had not revealed it. A thoracotomy was 
decided upon, but the patient suddenly went into 
collapse and died. 

At autopsy a large empyema cavity containing 
several hundred cubic centimeters of pus was found. 
Almost the entire right lower lobe was gangrenous. 
In a cavity entirely separated by healthy lung tissue 
from both the gangrenous portion of the lung and 
the empyema cavity and apparently completely 
walled off was a slate pencil about 3 in. in length 
and in. in width. The pencil cavity was sep- 
arated from the mediastinum by lung tissue. 

No scars were found in the oesophagus. From the 
appearance of the scar tissue around the pencil and 
the fact that the patient could not remember having 
aspirated any large foreign body, the author con- 
cludes that the pencil must have been there for 
a very long time, probably since childhood. It 
apparently had no etiological bearing on the lung 
abscess. Ratpu B. Bettman, M.D. 


Hug, O.: Thoracoplasty and Scoliosis (Thorako- 
plastik und Skoliose). Stuttgart: Enke, 1921. 


In the first part of this monograph the author 
discusses the development and the present views 
regarding the surgery of pulmonary tuberculosis. 
After a short historical summary of the development 
of thoracic surgery he discusses the usual methods 
of operation: rib resection, pneumothorax, pneu- 
molysis, pulmonary plugging, phrenicotomy, and 
thoracoplasty. The operation for old empyema 
fistulz is also considered in detail. 

The second part of the work deals with the 
phenomena in the thorax and spinal column follow- 
ing operations for pulmonary diseases. In this con- 


GENERAL SURGERY—SURGERY OF THE CHEST 


369 


nection the severity of the operation, the patient’s 
age, and the pliability of the bones are of importance. 
In every markedly developed case of pulmonary 
tuberculosis the concavity of the arch of the verte- 
bral column is toward the disease focus if curvature 
of the spine develops at all. When pneumothorax 
treatment is given there is no curvature of the spine; 
in fact, this treatment may overcome a deformity. 

If a unilateral thoracic operation or phrenicotomy 
is done on a patient who is still growing, the more 
rapid and stronger growth of the normal side is a 
factor in the developing deformity. In every case 
the flattening and contraction of the thorax pre- 
cedes the curvature of the spine. Efforts must there- 
fore be directed toward preventing thoracic con- 
traction. In extensive rib resections the muscular 
traction of the normal side is opposed only by the 
cicatricial complex of the collapsed and shrinking 
lung. This traction is not equal and the lung cannot 
be placed at rest. Of all the patients with severe 
scoliosis who were examined subsequently by the 
author not one was clinically well. 

Hug examined twenty-two patients who had been 
operated upon by Sauerbruch or Schreiber. The 
histories of these cases are given in detail. In form- 
ing an opinion of the results of operation the follow- 
ing facts must be taken into consideration: the 
duration of the disease previous to the operation, 
the kind of treatment given up to the time of the 
operation, the patient’s age at the time of the first 
operation, the nature of the operation, the length 
of time that has elapsed since the operation, the 
postoperative treatment, the orthopedic measures 
and pulmonary findings at the time of the subse- 
quent examination, the patient’s ability to work, 
the condition of the thorax and respiratory muscula- 
ture respectively, the direct changes in the thoracic 
wall, and the displacement of the shoulder girdle. 
In this connection the author gives a very detailed 
and interesting exposition of the development, 
morphology, and action of the trunk musculature. 

The third portion of the monograph treats of the 
biological bases of scoliosis in general. In addition 
to the scoliosis following thoracoplasty, which 
involves chiefly the cervical spine and the adjacent 
upper dorsal segment, the rachitic and the habit 
scoliosis are discussed. The site of the former is the 
lumbar portion of the spine and the adjacent dorsal 
vertebre. Habit scoliosis is characterized prin- 
cipally by dorsal deflection. Several factors come 
into consideration in regard to its etiology, viz., 
upright locomotion and right-handedness, and later 
the change of habits beginning with school life. 
Proper training, limitation of the school hours, 
especially in the beginning, and sufficient bodily 
activity during the whole period of growth consti- 
tute the most necessary measures for its prevention. 
Rachitic scoliosis is to be prevented by preventing 
the basic disease. Congenital scoliosis almost always 
depends upon vertebral and costal anomalies. 

This very readable monograph, to which an 
extensive bibliography is appended, will be of 
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interest not only to the orthopedist and surgeon but 
also to the lung specialist, the hygienist, and the 
pediatrician. von TAPPEINER (Z). 


MISCELLANEOUS 


Yamanoi, S.: Lipoma of the Thymus (Zur Lehre der 
Thymuslipome). Zentralbl. f. Chir., 1921, xlviii, 785. 
This is the second case in the literature up to the 
present time. Lange reported the first one. Both 
were discovered at autopsy. The author’s case was 
as follows: 

The patient, a woman aged 42 years, died of 
uremia. The pathologic diagnosis was secondary 
contracted kidney, excentric hypertrophy of the 
heart, general arteriosclerosis, chronic oedema of the 
lungs, and congestion of the abdominal viscera. 
Just beneath the jugular incisura of the sternum was 
a tumor consisting of two lobes which extended 
bilaterally close to and behind the pericardium. 
Its surface was smooth in many places, but in 
others it was distinctly and coarsely lobulated and 
light yellow. Particularly in its lower parts the 
tumor showed a connective-tissue covering, and here 
the lobulated structure was effaced. The right lobe 
of the tumor was 18 cm. long; 9 cm. broad, and 2 to 
3 cm. thick. The anterior surface of the left upper 
and lower lobes of the lung was slightly adherent 
to the growth by fibrous adhesions. 

Section showed the tumor to be distinctly lobu- 
lated and of the color, transparency, and con- 
sistency of fat tissue. On microscopic examination 
it was found to consist almost entirely of lobulated 
fatty tissue with large, round fat cells. The lobules 
were separated from one another by small con- 
nective-tissue septa containing blood vessels. In 
the middle of the lobules throughout the whole 
tumor were found small foci rich in large round 
to polyhedral cells with light nuclei poor in chro- 
matin, some of which were arranged irregularly 
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and others forming typical Hassal corpuscles. Ad- 
jacent to them were small thymus elements re- 
sembling lymphocytes. 

To determine whether this was a case of further 
development and fatty substitution of a thymus 
which was originally too large or the blastomatous 
downward growth of the fatty tissue of an originally 
normal thymus, the author conducted investigations 
on thirty-three corpses ranging in age from 21 to 88 
years. In only two of these thirty-three corpses, 
which were richly supplied with fatty deposits, was 
he able to find cells in the midst of fatty tissue in the 
mediastinal space which, even with great uncer- 
tainty, could be considered as possible thymus 
elements. In eleven cases he found microscopically 
small lymphoid foci here and there in the fatty 
tissue, some of which on close examination proved to 
be small lymph nodes and others small inflammatory 
infiltrations of lymphocytes. 

This almost negative finding does not favor the 
assumption that a lipoma of the thymus arises only 
when the thymus was originally hypoplastic. The 
very great rarity of these lipomata also speaks 
against this theory. We must therefore assume as 
more probable that in these cases of lipoma of the 
thymus the fatty tissue begins to proliferate in an 
entirely normal thymus from causes unknown to 
us and is then drawn down into the deeper parts 
of the mediastinum with the remaining thymus 
elements. 

Lange called attention also to the simultaneously 
existing polysarcia in his case and quoted Virchow 
as stating that polysarcia bears the same relation to 
lipomata as elephantiasis bears to fibromata. Inthe 
author’s case the polysarcia was less pronounced 
but it was stated in the protocol that in the 
body, which was 162 cm. long and weighed 55 gm., 
a layer of light yellow fatty tissue 3 cm. thick was 
discovered in the abdominal skin. 

von Lopmaver (Z). 
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ABDOMINAL WALL AND PERITONEUM 


La Roque, G. P.: The Intra-Abdominal Operation 
for Femoral Hernia. Ann. Surg., 1922, lxxv, 110. 


The author makes his incision through the skin, 
superficial fascia, and aponeurosis just above the 
internal inguinal ring. The fibers of the internal 
oblique and transversalis muscles and fascia are 
separated in the usual muscle-splitting fashion to 
expose the peritoneum. The peritoneum is then 
picked up and opened in the usual way. After 
retraction of the edges of the wound the neck of the 
hernia is adequately exposed from within the general 
peritoneal cavity. Adherent omentum and bowel 
can then be completely and easily separated and 
this region of the abdomen thoroughly explored. 

With the finger or a pair of blunt curved forceps 
inserted in the hernial sac from above, enucleation 


is effected with the aid of a gauze-covered finger 
externally or sharp dissection is done, the femoral 
and other large vessels being quite safe from injury. 
After the sac is freed it is turned inside out into the 
peritoneal cavity. The sac and redundant peri- 
toneum in the region are pulled well upward, 
clamped sufficiently high to take up all the redun- 
dant peritoneum, and excised. In this way the entire 
sac and from 1 to 2 in. of the surrounding proximal 
peritoneum are removed. The cut edges of the 
peritoneum are then sutured. 

The author has found it advantageous to tack the 
sutured portion to the position of the internal 
inguinal ring and to the edges of the original 
incision in the peritoneum. This, he believes, 
effects practically a transplantation of the perito- 
neum away from the region of the femoral orifice 
and brings the raw surface of sutured peritoneum 


out of contact with the bowel and omentum. The 
split muscles are then loosely sutured and in a hernia 
of small size this is perhaps all that is necessary. 
When the hernia is large the under surface of the 
aponeurosis is caught with sutures placed very 
loosely as if to close the inguinal canal. La Roque 
cautions against tying the sutures tightly. The 
femoral canal or orifice he leaves open. Of twelve 
cases of femoral hernia treated in this manner none 
has recurred. The first one was operated upon over 
five years ago. E. C. RositsHEK, M.D. 


GASTRO-INTESTINAL TRACT 


Reynolds, L., and McClure, C. W.: Motor Phe- 
nomena Occurring in Normal Stomachs, in the 
Presence of Peptic Ulcer and Its Pain, As 
Observed Fluoroscopically. Arch. Int. Med., 
1922, XXIX, I. 

The authors report on fluoroscopic observations of 
the stomachs of normal men and of persons with 
ulcer of the stomach or duodenum. The purpose 
of the study of the cases of ulcer was to obtain 
detailed information regarding gastric motor phe- 
nomena occurring throughout the period in which 
the stomach was emptying itself and during the 
occurrence of pain due to the presence of the ulcer; 
also to establish an objective method for determin- 
ing the effect of therapeutic measures. The normal 
persons were studied to obtain further data as to 
normal motor activity. 

All subjects were fed one type of meal. There 
were five normal subjects and sixteen patients with 
peptic ulcer. Fluoroscopic observations on the nor- 
mal human stomach after the ingestion of finely 
divided meat mixed with barium showed that it 
emptied itself in a regularly progressive manner. 
Peristaltic waves began high up in the gastric walls 
at uniform intervals of about twenty seconds and 
gradually deepened their progress in an orderly 
manner to the region of the pyloric sphincter. As 
each wave approached the sphincter the latter 
opened, allowing the ejection of chyme into the 
duodenum for a period of about ten seconds. The 
subject being in the reclining position, one of the 
normal stomachs emptied itself in five hours. Three 
of the normal stomachs were almost empty in five 
hours. Under the conditions of the observations 
here reported a very small residue remained along 
the greater curvature of these stomachs for a longer 
period. The stomach of the fifth subject contained a 
moderate amount of residue at the end of seven 
hours. 

Abnormal phenomena observed in the stomachs 
of patients with duodenal or gastric ulcer were 
modifications of the motor activities of the stom- 
achs of normal persons. The abnormalities noted 
were: (1) an exaggerated type of normal gastric 
peristalsis; (2) irregularity in the time of occurrence, 
the depth, and the length of the course of peristaltic 
waves; (3) partial or complete intermittent spasm 
of the pyloric sphincter; (4) a localized, permanent, 
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stationary spasm of the gastric musculature causing 
the so-called incisura; (5) gastric antiperistalsis; 
(6) delayed emptying time; and (7) very rapid 
emptying. With two exceptions, the onset of pain 
was accompanied by modifications in whatever 
type of motor activities the stomach had mani- 
fested previously. The various abnormal motor 
phenomena were observed in the stomachs of peptic 
ulcer patients who did not develop pain during the 
period of observation. 

This discussion shows therefore that no motor 
phenomena are peculiar to the occurrence of the 
pain of peptic ulcer; that at present no accurate 
means is available for measuring the degree of spasm 
of the gastric or sphincteric musculature; and that 
there is almost no support for the distention theory 
proposed by Hurst. 

In view of these facts there is no incontrovertible 
proof that the pain of peptic ulcer is the result of 
motor disturbances in the stomach and pyloric 
sphincter. The most satisfactory evidence in sup- 
port of the theory that such motor disturbances are 
the cause of the pain of peptic ulcer is that the 
observations showed that gastric or sphincteric 
motor disturbances are almost invariably associated 
with the pain. But these observations do not furnish 
conclusive proof of the truth of this theory, and for 
this reason it must be admitted that the causal 
relation of motor phenomena to the pain of peptic 
ulcer remains problematical. 

From the clinical standpoint the most important 
feature of the work here presented is the fact that 
the usual disappearance of abnormal motor phe- 
nomena occurring simultaneously with the cessation 
of pain gives an objective means of judging the 
effects of therapeutic measures. 

GeorceE E. Brmpy, M.D. 


De Quervain, F.: A Consideration of the Relative 
Merits of Resection and Gastro-Enterostomy 
in the Treatment of Gastric and Duodenal 
Ulcer. Surg., Gynec. & Obst., 1922, xxxiv, 1. 


The author studied the results of resection and 
gastro-enterostomy in 247 cases of gastric and duo- 
denal ulcers, his purpose being to obtain aid in the 
solving of diagnostic problems, the determination of 
the general indications for operation, and the de- 
cision as to the best technique in a given case. 

Operation is indicated when stenosis or repeated 
bleeding endangers life and when medical treatment 
has been unsuccessful. These limitations are men- 
tioned because: (1) many ulcers heal spontaneously 
or with medical treatment, (2) in some cases, even 
after operation, the tendency to form ulcers remains, 
(3) operation does not always effect a cure, and (4) 
operation is accompanied by a certain risk and by 
certain sequela, such as jejunal ulcer. 

Seventy per cent of the patients coming to the 
surgeon have had gastric disturbances for from five 
to thirty years, and a large proportion has been 
given systematic non-surgical treatment without 
improvement. 
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The réle of hydrochloric acid in the diagnosis has 
been over-emphasized as the number of cases of 
ulcer showing normal or subnormal acidity far 
exceeds the number with hyperacidity. Hyper- 
acidity was present in two-fifths of the cases of 
gastric ulcer and in one-third of the cases of duodenal 
ulcer. When other findings point to malignancy the 
presence of hyperacidity must not be regarded as a 
sign indicating the absence of carcinoma. Lactic 
acid was not discovered in any case of ulcer which 
was found to be benign at operation. This test, 
when positive, is of far more importance than the 
hydrochloric acid test. Occult blood in the stools 
was found in only 50 per cent of the cases of gastric 
ulcer and in 65 per cent of the cases of duodenal 
ulcer. It is seldom absent in cases of gastric carci- 
noma. 

The author has found that the exact localization 
of gastric ulcer is possible by roentgen examination 
in 87 per cent of cases and impossible in 13 per cent. 
Of 100 cases of ulcer of the lesser curvature, 72 
showed definite -niches. There was a six-hour 
retention in about one-half the cases. In the cases 
of duodenal ulcer, localization was possible in 54 
per cent and definite niches were seen in only four. 

In 6 per cent of the cases a positive differentiation 
between benign ulcers and carcinoma could not be 
made at operation, and the diagnosis was possible 
only on histologic study. Carcinomatous degenera- 
tion in an originally benign ulcer was demonstrated 
in 1.4 per cent of the cases and multiple ulcers were 
present in 9.3 per cent. 

The operative mortality of gastro-enterostomy 


was 6.5 per cent and that of resection 7.7 per cent. 
The most frequent cause of postoperative deaths is 
a lung complication such as embolism, pneumonia, 


or gangrene. The danger of the complications 
depends more upon the extent of the operation than 
upon the anesthetic. In two cases with vicious 
circle which were operated upon favorable results 
were obtained. Jejunal ulcer was seen in eight of 
the author’s cases and twelve times in cases of 
primary operation elsewhere. Since the adoption 
of absorbable suture material in 1917, only one case 
of jejunal ulcer has been seen. 

In a study of late results it was found that 90 
per cent of recurrences, jejunal ulcers, and other 
disturbances occur in the first four years after 
operation; hence statistics based upon results 
reported earlier than four years after operation are 
apt to be too favorable. In all forms of gastric ulcer 
simple gastro-enterostomy produces somewhat more 
than 80 per cent of early cures or improvement 
approximating a cure. Observations made over 
longer periods show about 75 per cent of cures. 
Radical operations show a similiar early result with 
about 8o per cent of cures. 

The sleeve resection is very satisfactory and has 
given a cure in 90 per cent of cases. The V-shaped 
excision is unsatisfactory. The end-results of the 
Reichel-Polya operation are yet to be reported. The 
X-ray after gastro-enterostomy showed complete 


’ operation 1.3 per cent were benign. 
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disappearance of Haudek’s niche in six cases and its 
partial disappearance in two cases. 

In cases of duodenal ulcer, gastro-enterostomy 
with or without the von Eiselsberg exclusion yields 
65 per cent of cures. Resection yields better end- 
results in favorable cases of gastric or duodenal ulcer 
than gastro-enterostomy. Under unfavorable cir- 
cumstances greater benefit is derived from a well- 
performed gastro-enterostomy. 

Crayton F. ANpREws, M.D. 


Eusterman, G. B., and Senty, E. G.: Benign Tu- 
mors of the Stomach; Report of Twenty-Seven 
Cases. Surg.,Gynec. & Obst., 1922, xxxiv, 5. 


The twenty-seven cases reported were observed 
in the Mayo Clinic between 1907 and 1921. During 
this period 2,168 malignant tumors of the stomach 
were operated on. Of all neoplasms coming to 
Seventeen 
were classified clinically as primary growths be- 
cause they were found to be the chief cause of the 
patients’ complaint. The tumors included myo- 
mata of various types, fibromata, hemangiomata, 
dermoids, polypi, an adenoma, and polyposis. 

The sexes were about evenly represented. The 
patients’ ages ranged from 8 to 67. One-half of the 
patients were more than 40 years of age. In thirteen 
cases the tumors were in close proximity to the 
pylorus. In five they were on the posterior wall, in 
five on the anterior wall, and in two, distributed 
throughout the stomach. In one case the cesophagus 
and jejunum were involved. The tumors varied con- 
siderably in sizeand shape. The majority were sessile. 

The symptoms and gastric analysis offered little 
aid in the diagnosis. Practically all the smaller 
tumors were symptomless. Seven patients had 
palpable tumors. The average weight loss was 25 
Ibs. Ten patients had recurring hemorrhage and 
associated anemia and weakness due chiefly to 
ulceration or erosion of a portion of the tumor. 
Three of the four patients with angiomata had 
severe bleeding and anemia. Seven patients had 
obstruction, including one with a fibroma on the 
posterior wall of the stomach which had caused 
intussusception of the wall into the duodenum. In 
several cases in which a tumor near the pylorus 
had a ball-valve action there were severe painful 
seizures simulating gall-stone colic. Myomatous 
tumors of the pylorus, with or without pyloric 
obstruction, caused a syndrome similar to that of 
duodenal ulcer. The larger tumors could not be 
distinguished from carcinoma by the X-ray. 

The evidence in cases of benign tumors of the 
stomach favors the diagnosis of gastric cancer, 
but a palpable mass, food retention, and six-hour 
barium retention are less frequent than in car- 
cinoma. Often patients with benign gastric tumors 
are refused operation because the condition is re- 
garded as malignant and inoperable. The true na- 
ture of the lesion is discovered only when they in- 
sist on operation. The surgical end-results are 
excellent. O. S. Proctor, M.D. 


Masson, J. C.: Cancer of the Stomach. Canadian 
M. Ass. J., 1921, xi, 924. 

Thirty-eight per cent of the deaths from malig- 
nant disease are due to cancer of the stomach. The 
first attempt at surgical removal was undertaken 
by Péan in 1879. If operation is done early a cure 
may result if the disease is limited to the stomach, 
and even when secondary involvement has taken 
place life is lengthened. 

From the point of view of complete cure it is 
probable that cancer of the stomach is surgically 
the most favorable type of internal cancer. The 
author believes that the attitude of pessimism and 
indifference is due to the high operative mortality 
and the short life expectancy after radical surgery on 
patients who come to operation too late. The 
education of the profession and the laity with regard 
to the necessity of early operation will bring a 
decided decline in the death rate. 

Most cases are curable if radical treatment is 
carried out when the symptoms first appear, or 
when the patient first comes under medical obser- 
vation. The only exceptions to this principle are 
growths close to the cardia. These, however, com- 
prise only about 6 per cent of gastric neoplasms. 
The most the surgeon can expect in late cases is to 
relieve obstruction and prolong life for a few months 
or possibly a year or two. 

Of 1,912 patients operated on for carcinoma of the 
stomach at the Mayo Clinic from January 1, 1910, 
to January 1, 1921, 1,500 (78.45 per cent) were males 
and 412 (21.54 per cent) were females. The average 
age was 53.7 years. 

Social environment, occupation, and the use of 
tobacco or alcohol do not have a decided influence 
on the production of cancer of the stomach. A 
large percentage of the 1,9r2 cases of cancer were 
those of farmers and farmers’ wives. Constant 
overeating, probably more common in rural com- 
munities than in cities, especially of coarse, hot, or 
improper foods, may cause mechanical irritation or 
upset the chemistry of the stomach. Trauma is 
undoubtedly the most important etiological factor 
in the production of cancer in any organ. This may 
be mechanical, chemical, parasitic, or biochemical, 
and is especially dangerous if continued over a long 
period of time. By feeding rats with parasitically 
infected foods Fibiger was able to produce new 
growths of a cancerous nature. External trauma 
may be responsible for bringing a latent process into 
activity. On the other hand, sarcomata are prob- 
ably often caused by a single injury. 

Unsanitary conditions of living and lack of per- 
sonal hygiene no doubt exert an influence. Rosenow 
has shown that infections of the mouth and throat 
are responsible for a large number of gastric ulcers. 
Masson believes that in a large percentage of cases 
ulceration is the forerunner of malignancy in the 
stomach or elsewhere. Other predisposing causes 
are tuberculous ulceration, syphilitic ulceration, and 
actinomycosis. The part played by heredity is still 
in doubt. 
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The symptomatology of gastric cancer is very 
complex. The cases may be divided into two main 
groups: (1) those with a long history of gastric dis- 
turbance, typical or atypical of gastric ulcer, with 
the recent development of malignancy, and (2) 
those without a previous history suggestive of be- 
nign ulceration. Definite symptoms upon which an 
early diagnosis of cancer of the stomach can be 
based are still unknown. By early cases the author 
means those considered benign clinically and in 
which the diagnosis is made only after the removal 
of tissue. Of 1,147 patients operated on for gastric 
ulcer at the Mayo Clinic in the past ten years, 
malignant changes were found by the pathologist in 
253 (18.07 per cent). 

A tumor of sufficient size to be palpated must be 
of several months’ duration, but many of these are 
still confined to the stomach and many five-year 
cures are obtained by operation. Operation saves 
also an even larger number of patients from death 
by starvation due to gradually increasing obstruc- 
tion. Such persons enjoy from one to three years 
of comparatively good health and die a slow death 
from cachexia without much pain. 

The examination of a patient with a gastric com- 
plaint is not complete without thorough roentgeno- 
graphic studies. As the number of reliable roent- 
genologists increases, the number of early operations 
for cancer will increase and there will be a corre- 
sponding decrease in the mortality statistics of this 
disease. Modern roentgenologists are able to dis- 
cover about 95 per cent of gastric tumors, and 
are of great aid in determining their operability. 
The roentgenologist must frequently decide whether 
an ulcer is in the stomach or duodenum. This is 
important because duodenal ulcers rarely become 
malignant, while the tendency for gastric ulcers to 
become malignant is beyond dispute. 

The differential diagnosis of malignancy of the 
stomach presents many difficulties. This is due no 
doubt to the fact that early cancer of the stomach 
in itself does not cause symptoms on which a diag- 
nosis can be based. The author believes that the 
only cases in which a reasonably early diagnosis can 
be made are those with a history of gastric ulcer. 
The only patients with a good chance for cure — 
are those on whom operation is performed before 
this change is noted clinically and in whom malig- 
nancy is found in only a limited area of the mucous 
membrane at the edges of a typical peptic ulcer. 
The percentage of gastric ulcers that become malig- 
nant will never be known. 

Gastric cancers are of four types: (1) scirrhous, 
(2) medullary, (3) ulcerating, and (4) colloid. 

A surgeon is not consulted in most cases until 
digestive disturbances are marked and very often 
not until pain is severe, obstruction is noted, or a 
tumor can be palpated. The condition is associated 
with more or less marked anemia, loss of strength 
and weight, nausea, anorexia, and blood changes. 
Hematemesis or melena occurs probably in one- 
third of the cases. 
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The gastric contents, especially in cases of obstruc- 
tion, show abnormal chemistry, occult blood, and 
Oppler-Boas bacilli. In early cases without obstruc- 
tion free hydrochloric acid is frequently found, and 
in some cases it is in excess of the normal. 

The author describes the examination of a patient 
in whom the disease is well established. If the pa- 
tient’s condition permits, the stomach and intestines 
should be empty in order to facilitate palpation. 
Unnecessary pressure should not be made as it may 
start hemorrhage or cause perforation. In about 
two-thirds of the cases the tumor can be palpated, 
and from its position and degree of mobility valuable 
information is gained. 

Pain varies with the amount of ulceration and the 
type of tumor, that due to the medullary or colloid 
type of growth being lighter. In advanced cases 
fluid may be present. 

The author lays stress on the fact that so many 
family physicians delay consultation with the intern- 
ist until a tumor, which they may have suspected, 
can be palpated. Moreover, many internists advise 
against surgery when a palpable mass is found, but 
later, if obstruction develops, advise palliative sur- 
gery. On the other hand, if surgeons neglected their 
duty to their patients and considered only the 
appearance of their mortality sheets, they would 
operate on fewer patients and have a much higher 
percentage of cures. 

Seventy per cent of all cancers of the stomach are 
in the pars pylorica, 6 per cent in the pars cardia, 
and 24 per cent in the pars media. The closer the 
growth to the cardia the more difficult the operation. 
Obstruction, deformity of the stomach, and adhe- 
sions to other organs are all late sequela. Hamor- 
rhage occurs in 25 to 33 per cent of cases, and 
perforation in 4 per cent. Metastasis occurs early 
in some cases and relatively late in others. The 
amount of involvement of the lymph glands and 
liver is frequently out of all proportion to the size 
or apparent age of the local growth in the stomach. 

In all early and questionable cases surgery is 
indicated. If the hemoglobin is below 40, a pre- 
operative transfusion of 500 to 700 c.cm. of blood 
should be given and also, if indicated, regional or 
combined anesthesia. 

In conclusion the author urges that surgical diag- 
nosis be made early in all suspected cases of cancer 
of the stomach; that special stress be laid on malig- 
nant changes in benign ulcer; that surgeons accept 
the responsibility and perform laparotomy before 
the patient’s condition is such that it permits only 
palliative surgery; and that the laity be educated 


to the fact that cancer is curable in many cases if an 


early radical operation is performed. 
J. E. Srrutuers, M.D. 


Walker, I. J.: Jejunostomy. Boston M. & S.J., 1922, 
clxxxvi, 108. 
The following are some of the indications for 
jejunostomy: («) carcinoma of the cesophagus; (2) 
ulcer of the cardiac end of the stomach where re- 
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moval is impossible; (3) obstruction of the pyloric 
end of the stomach due to cancer or ulcer; (4) 
bleeding ulcer of the stomach or duodenum; (5) the 
nausea and vomiting of pregnancy when the uterus 
cannot be emptied safely; (6) persistent vomiting 
with localized peritonitis; and Gy) intestinal obstruc- 
tion. 

Cases are given to illustrate Conditions 2, 5, 6 and 
7. The Witzel-Mayo method of jejunostomy is the 
method of choice. Walker has been using a self- 
retaining catheter, about No. 18, French, in size. 

Any case of obstruction in which the vomiting 
comes from the small intestine calls for opening of 
the bowel at the jejunum and not at any lower point. 
Early complete obstruction of the large bowel can 
be relieved by colostomy or ileostomy. In toxic 
paralysis of the bowel due to general peritonitis 
jejunostomy is more or less futile. 

Jejunostomy is a simple surgical procedure by 
which intestinal gas and toxic material can be 
evacuated in cases of obstruction and through which 
nutriment, drugs, and fluids can be introduced. 

Cart R. STEINKE, M.D. 


Léri, A., and Deschamps, P. N.: Typhoid Perfora- 
tion of Meckel’s Diverticulum (Perforation 
typhoidique du diverticule de Meckel). Bull. et 
mém. Soc. méd. d. hép. de Par., 1921, xlv, 1554. 


The case reported was that of a woman 22 years 
of age. Death occurred without signs of perforation 
of the intestine but autopsy revealed peritonitis due 
to a perforation of Meckel’s diverticulum. Histo- 
logic examination showed typhoid infection. 

The authors have found only four similar cases 
in the literature. They explain the absence of 
symptoms of peritonitis by the fact that, because of 
its location, the diverticulum was covered by the 
mass of the intestines which separated the lower 
pelvis from the large peritoneal cavity and thus 
localized the infection. 

In all reported cases of typhoid perforation of 
Meckel’s diverticulum the lesion has been found in 
the apex of the diverticulum. This is due to the 
fact that the extremity of the diverticulum lacks a 
muscular coat, the mucosa being in direct contact 
with the serosa. W. A. BRENNAN. 


Sheldon, J. G., and Heller, E. P.: Rectal and 
Vesical Incontinence Relieved by Operation. 
Ann. Surg., 1922, Ixxv, 89. 


The case reported was that of a boy 12 years of 
age who was born with an imperforate anus and had 
no control of the bladder. The anus was operated 
upon four times: two operations to fix the anal 
opening to the skin, one muscle-flap operation, and 
one “puckering-string operation,” according to the 
statement of the boy’s mother. 

In November, 1919, Sheldon and Heller per- 
formed a muscle-flap operation. A strip of the 
gluteus maximus with its nerve supply (the inferior 
gluteal nerve) was freed on each side down to and 
including the periosteum where the muscle is 


attached to the femur below the great trochanter. 
Each strip was then tunnelled around the rectum 
and the periosteal ends were stitched together 
posteriorly after they were crossed anteriorly. In 
this manner a circle of muscle was formed around 
the rectum. A rubber drain was inserted for 
twenty-four hours. At the end of the fourth week 
the patient had control of the bowels during the day 
and gradually the control became involuntary. 
The sphincter contracts independently of the 
remaining portions of the gluteus maximus. 

A second operation was performed June 17, 1921, 
to correct the vesical incontinence. The urachus 
was found to be patent up to within 2 in. of the 
umbilicus, and both hypogastric arteries were 
pervious and of good size. These three structures 
were divided and ligated in front of the peritoneum 
at a level with the upper limit of the fundus of the 
bladder, the bladder was pushed well down into its 
proper position in the pelvis, and a circumcision 
was performed. On the second day the patient was 
able to retain 25 to 50 c.cm. of urine. On the fifth 
postoperative day there was almost complete con- 
trol of micturition and an increase in the retention 
capacity of the bladder to 300 c.cm. Since his dis- 
charge from the hospital on the eleventh day the 
patient has had no recurrence of the enuresis. The 
cause of the urinary incontinence was believed to be 
the form and position of the bladder. The operation 
is shown by six plates. 

In view of the operative findings and the result 
obtained in this case, the authors conclude that the 
position and shape of the bladder should be deter- 
mined in all cases of urinary incontinence. 

Regarding the rectal operation they state that 
the fibers of the gluteus maximus should not be 
severed, but should be detached with the periosteum 
at the site of insertion on the femur; the muscle 
flap should be ample, at least an inch in diameter, 
even in the cases of children; and, if possible, the 
nerve supply of the muscle flap should be investi- 
gated and retained even if a large portion of the 
muscle must be incorporated in the flap. 

Carv R. SrernxE, M.D. 


Kaiser, F. J.: A Continent Artificial Anus. A New 
Method: A Femoral Artificial Anus (Ueber 
kontinenten Kunstafter. Eine neue Methode: Anus 
praeternaturalis femoralis). Beitr. s. klin. Chir., 
1921, cxxiv, 548. 


The application of pads in cases of artificial anus 
has not undergone any improvement worth men- 
tioning, even with the modern advances in the 
methods; wearers of these pads still suffer much dis- 
comfort from intestinal contents and gases. Kaiser 
therefore attempted to form an artificial anus under 
muscular control. All of the methods already in 
use to obtain continence at the intestinal outlet 
were based on four principles: (1) the plastic con- 
struction of a closure apparatus of living tissue; (2) 
the bending of the intestine before its place of exit; 
(3) the mechanical narrowing of the intestinal pas- 
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sage; and (4) the formation of an artificial sphincter. 
Kaiser devised a femoral artificial anus which he 
claims is a decided improvement. This is made as 
follows: 

The abdominal cavity is opened in the left hypo- 
gastrium by means of a typical muscle-splitting 
incision and it is then decided whether or not the 
sigmoid flexure is suited to the proposed operation, 
that is, whether it is long enough and free from 
adhesions and whether it shows any other changes 
such as carcinoma metastases. If all the conditions 
are favorable, the loop is divided at the end nearest 
the anus and both the afferent and efferent ends are 
aseptically closed. The mesosigmoid is then divided, 
the efferent loop is lowered into the abdominal cav- 
ity, and the mobile afferent loop of the sigmoid is 
brought under the skin and the upper part of the 
sartorius muscle. The region of the inguinal furrow 
and the uppermost part of the sartorius muscle is 
then exposed by the formation of a crescent-shaped 
flap, the fascia of the sartorius is split, and the sig- 
moid is drawn through under the muscle and brought 
out in the outer lower part of the reunited suture. 
If possible, the closed segment of intestine is kept 
closed for a few days to favor healing of the wound, 
and then a tube is introduced and the intestinal con- 
tents are evacuated with care not to contaminate 
the wound. 

This method has been successful in practically all 
of the author’s cases. The function is perfect and 
begins soon after the operation. The procedure has 
the following advantages over other methods (those 
of Schmieden, Maydl, Payr): (1) simplicity; (2) the 
utilization of the passive tension of the sartorius 
muscle for compression of the intestinal lumen in 
addition to its active influence; (3) the situation of 
the artificial anus in front; (4) the possibility of 
applying a pad which will hold firmly and can be 
raised without inconvenience; (5) the early develop- 
ment of the sensation of need to defecate; (6) the 
possibility of combining this method, if desired, with 
other aids in obtaining continence; (7) the absence 
of intestinal prolapse; and (8) permanent patency 
of the artificial anus. CREITE (Z). 


Goldschmidt, W.: A Substitute for the Sphincter in 
the Formation of an Artificial Anus (Sphink- 
terersatz bei Anus praeternaturalis). Zentralbl. f. 
Chir., 1921, xlviii, 961. 

Goldschmidt’s method of forming a continent 
artificial anus is as follows: 

After a colostomy has been performed in the usual 
manner and the peritoneal cavity has been closed 
off, muscle, fascia, and skin are sutured around the 
protruding intestinal end, part of the suture includ- 
ing the peritoneum. In the region of the afferent 
end, that is, at the site of the future artificial anus, 
two incisions 6 to 8 cm. in length are made on each 
side and about 1% to 2 cm. distant from the intes- 
tine to form a strip of skin on the right and the left 
sides. From these strips two skin tubes are formed 
to enclose the future anus, and through them a rub- 
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ber drainage tube is passed. By means of com- 
pression the drainage tube is made to serve as a 
sphincter. 

To date, the procedure has been used only in cases 
of inoperable tumors of the large intestine. Since 
the patients succumbed to their disease within a 
few months after the operation, the period of obser- 
vation was relatively short and it is therefore un- 
known how long the sphincter substitute would 
have continued to function if the patients had lived. 

DeENcKs (Z). 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


Graham, E. A., and Peterman, M. G.: Further 
Observations on the Lymphatic Origin of 
Cholecystitis, Choledochitis, and the Asso- 
ciated Pancreatitis. Arch. Surg., 1922, iv, 23. 


Contact infection of the mucosa of the gall-bladder 
by bacteria carried down in the bile from the liver 
rarely produces deep infections of the wall. More- 
over, cholecystitis is seldom hamatogenous in 
origin. On the basis of these facts it is difficult to 
explain the association of appendicitis and other 
portal infections with cholecystitis because there is 
no direct path from the appendix to the gall-bladder 
by way of the blood stream. 

However, one route between the appendix and 
gall-bladder which is comparatively direct is a 
‘“‘hematolymphatic” route, there being a very 
intimate lymphatic connection between the liver 
and gall-bladder. An infection of the liver would 
tend to spread to the gall-bladder by way of the 
lymphatics, and conversely an infection of the 
gall-bladder would tend to spread, not only to the 
liver, but also along the common duct to the 
pancreas. In this respect infections in this region 
would merely follow the rule of infections elsewhere 
in the body. In cases of cholecystitis there is also 
an associated inflammation in the liver. When this 
occurs secondarily to cholecystitis the right lobe of 
the liver is very much more affected than the left 
lobe, and the most marked changes are in the right 
lobe near the gall-bladder. 

The authors explain the frequent association of 
appendicitis with cholecvstitis on the basis of a 
primary infection of the liver from the appendix by 
way of the portal vein, and of a cholecystitis result- 
ing secondarily by way of a lymphatic spread from 
the liver to the gall-bladder. They state that they 
have found evidence of hepatitis in association with 
appendicitis. This possibility suggests that, perhaps 
frequently, a vicious circle between the gall-bladder 
and liver is established whereby each may reinfect 
the other, and it forcibly emphasizes the desirability 
of cholecystectomy rather than cholecystostomy 
because by this means the vicious circle can be 
broken most readily. 

The paper is splendidly and instructively illus- 
trated. Morris H. Kaun, M.D. 
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Friedman, G. A.: Tender Pressure Points with So- 
Called Symptomless Gall-Stones. J. Am. \M. 
Ass., 1922, Ixxviii, 187. 

It is the author’s opinion that many cases of 
cholecystitis and cholelithiasis are symptomless or 
the symptoms are directed toward other pathologic 
conditions than gall-bladder disease. In so-called 
symptomless cases, however, there are certain signs 
which are pathognomonic of disease of the gall- 
bladder, viz., tender pressure points along the right 
axillary, scapular, and posterior median lines at the 
level of the gall-bladder. Patients may be divided 
into three groups: (1) those suffering from typical 
attacks of pain, (2) those suffering from atypical 
attacks of pain, (3) those who are free from pain 
but have symptoms of dyspepsia. The symptoms of 
those belonging to Group 1 are usually so clear that 
the diagnosis can be made correctly from the history 
alone. At times there is no abdominal rigidity, and 
the liver and gall-bladder may not be palpable. 
Thus, tenderness on pressure may be completely 
absent from the region. 

The patients in Group 2 may exhibit all the 
symptoms of chronic peptic ulcer, but the pos- 
sibility of gall-bladder disease may be vaguely 
suggested. The patients in Group 3 complain only 
of paroxysmal vomiting, sour eructations, flatulence, 
constipation, loss of weight, general weakness, etc.; 
Stiller’s habitus may be present. 

Tender pressure points are most always found in 
the intercostal spaces at the level of the gall-bladder 
in the continuation of the right axillary, scapular, 
and posterior median lines, even when no tender- 
ness is present in the gall-bladder region proper. In 
dyspeptics of the third group these tender points are 
often overlooked. The points disappear when the 
gall-bladder has been removed. 

In searching for these tender points, equal force 
must be applied on either side, especially in the 
cases of neurotic women. Their discovery in the 
dyspeptic without pain will lead to a correct diag- 
nosis of gall-bladder disease existing either alone or 
as a concomitant condition in an otherwise clear 
case of gastric ulcer or chronic appendicitis. 

Since gall-stones are rarely aseptic, the infecting 
agent has a tendency to settle in minute areas of 
the intercostal nerves. The inflammatory condition 
in these nerves is not severe enough to cause pain, 
but reaction occurs on pressure. 

The eliciting of tender spots in the areas men- 
tioned is not new in cases of gall-bladder disease, 
but they are hardly ever searched for in cases of 
dyspepsia presenting no symptoms referable to 
the gall-bladder. Wim J. Pickett, M.D. 


Behrend, M.: A Case of Chronic Jaundice Cured by 
a Lateral Anastomosis of the Common Bile 
Duct with the Stomach. Pennsylvania M. J., 
1922, 268. 


Behrend describes a novel operation for the 
relief of chronic juandice, viz., lateral anastomosis 
of the common bile duct with the stomach. 
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The peritoneal surface of the two structures are 
first united with linen thread. The common duct is 
then cut across its long axis and a corresponding 
incision is made in the stomach. The cut ends are 
united as in any other anastomosis. 

In the case reported a large amount of bile was 
vomited during the first twenty-four hours after 
the operation, proving that the anastomosis was 
successful. Within twenty-four hours there was a 
marked decrease in the jaundice, and in forty-eight 
hours it had almost disappeared. The vomiting 
ceased after the first gastric lavage of sodium bicar- 
bonate solution. The patient made an excellent 
recovery and although at times she experiences 
slight indigestion, she is usually able to eat any kind 
of food. C. Corpin YANcEy, M.D. 


Mayo, C. H.: Jaundice from Pancreatic Disease. 
Minnesota Med., 1922, v, 6 


In a consideration of jaundice due to pancreatic 
disease it is necessary to eliminate cases of hemo- 
lytic icterus and those in which obstruction of the 
common duct is due to stone. Ducts empty into a 
viscus by an indirect route, usually by passing 
obliquely through its wall, an arrangement that 
provides for valve-like action and prevents back- 
flow. A circular muscle usually guards the exit. 
The common duct in its course grooves the head of 
the pancreas, passes obliquely through the wall of 
the duodenum, and just before entering the cavity 
of the bowel is joined by the pancreatic duct of 
Wirsung. 

Jaundice is due to the presence of bile in the blood 
and is caused by any condition which interferes with 
the delivery of bile into the intestine. That absorp- 
tion occurs by the lymphatics has been proved 
experimentally because jaundice does not occur if 
the chyle duct is ligated before the common duct. 

The cause of jaundice may be a lesion anywhere 
in the biliary apparatus or in the pancreas, the under- 
lying factor being clinical, infectious, or neoplastic. 
The association of the biliary and hepatic ducts is 
subject to certain variations. They may have 
separate openings into the duodenum, the duct of 
Santorini may be larger than the duct of Wirsung, 
or the two pancreatic ducts may fail to anastomose 
in the gland. Is it possible that the union of the 
biliary and pancreatic ducts renders the pancreas 
more vulnerable to secondary infection following 
infection in the gall-bladder and ducts? The func- 
tion of the liver is essential to life. While the pres- 
ence of bile in the intestine has a definite physiologi- 
cal purpose, its obstruction and resulting retention 
is not of itself a cause of death, though its absence 
may be a cause of serious discomfort. 

As the pancreas partially or completely surrounds 
the biliary duct, any change in the gland caused by 
inflammation, sclerosis, or new growth may be the 
cause of obstruction and jaundice. The frequent 
association of inflammation in the pancreas with 
infection in the gall-bladder makes this of consid- 
erable practical moment, and in all operations on the 


377 


gall-bladder and ducts the size of the lymph glands 
and the duct and the condition of the pancreas 
should be recorded for future reference in case of 
recurrence of the disease. Insofar as digestion is 
concerned, the pancreas has a relatively large factor 
of safety because experimentally a large part of the 
gland may be destroyed without seriously inter- 
fering with digestive processes. Mayo believes that 
acute inflammation of the pancreas should be con- 
sidered a chemical change due to toxemia from the 
alimentary intake. The subacute and chronic forms 
are also chemical but result from microbic action. 
Operative experience further indicates that most 
of the chronic diseases of the pancreas and a few of 
the acute diseases are secondary to infections in the 
gall-bladder and ducts. In a small group of cases 
of acute and chronic infections the lesion is primary 
in the pancreas. 

Disease of the gall-bladder is the result of chronic 
infection of its tissues. Mayo believes that the 
infection is carried to the gall-bladder by the blood- 
stream and results in septic infarction of the capil- 
laries. It is probable that infection reaches the 
pancreas in like manner, although the gland may be 
involved secondarily through the duct association. 
The pancreas is usually the cause of the trouble 
when the gall-bladder is found greatly distended 
without obstruction in the cystic duct. The usual 
types of pancreatitis are: 

1. Intralobular. Involvement of the outer part 
of the lobules produces a lumpy irregular enlarge- 
ment of the head or of all the gland, and only in 
advanced disease affects the islands of Langerhans. ~ 

2. Interacinar. A diffuse enlargement of the gland 
occurs and frequently involves the islands; gly- 
cosuria is often present. This type may produce 
abscess or fat necrosis. 

3. Hemorrhagic. This type occurs as an acute 
abdominal lesion often associated with acute gall- 
bladder disease and jaundice or cysts of the pan- 
creas. It is caused by bile in the pancreatic ducts. 
which in some way starts autodigestion of the gland. 
Pancreatic disease may be the cause of pain or colic 
ordinarily attributed to the gall-bladder or stomach. 
The pain is usually deep in the right or left upper 
abdomen and may be associated with an intermittent 
diarrhoea. Jaundice may occur later when the bile 
duct is obstructed by the swollen pancreas. Can- 
cer of the head of the pancreas may produce these 
symptoms. 

The symptoms of obstruction to the bile duct due 
to the pancreas are jaundice, pain, indigestion, loss 
of weight and strength, acholic and fatty stools, a 
large distended gall-bladder, and occasionally a deep 
tumor. Metastasis may be recognized by the 
irregular and lumpy surface of an enlarged liver. 

External drainage of the gall-bladder for a period 
of several weeks may be justifiable in certain in- 
flammatory conditions of the pancreas. The syn- 
drome of jaundice and a greatly distended gall- 
bladder occurring in middle or old age is usually due 
to malignant disease of the pancreas. In these 
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cases symptomatic relief is afforded and life may be 
prolonged preferably by cholecystoduodenostomy 
or cholecystogastrostomy which short-circuits the 
delivery of bile. 

Jaundiced patients should have special pre- 
operative preparation consisting of blood trans- 
fusions and the intravenous administration of 
calcium. It is often advisable also to repeat these 
measures after the operation in order to lessen the 
tendency to bleeding. It is to be expected that the 
fistulous opening will remain patent only so long as 
the bile-duct obstruction is complete and persistent. 

V. G. Burpen, M.D. 


Hitzrot, J. M.: The Surgical Treatment of Perni- 
cious Anemia. Ann. Surg., 1922, xxv, 31. 


In general, two types of anemia are classified as 
pernicious anemia: the plastic and the hemolytic. 
Five types of hemolytic anemia are given. 

The forms of treatment of interest to the surgeon 
are blood transfusion, the eradication of foci of 
infection, and splenectomy. 

The quantity of blood to be transfused is still a 
question for discussion. In Hitzrot’s experience, 
frequently repeated small or moderate transfusions 
have been as successful as larger transfusions and 
are less apt to cause unpleasant reactions in the 
donor or the recipient. 

Focal infections should be eradicated, but only 
organisms which have definite hemolytic properties 
can be considered etiological agencies. In none of 
Hitzrot’s cases was any organism grown from the 
spleen, and in only one case, in which there were a 
few suspicious teeth, were any foci of infection 
discovered. 

In seven cases Hitzrot performed a splenectomy 
for pernicious anemia. Three of the patients were 
benefited for periods of from one to four vears, and 
three died within a year after the operation. In one 
case the operation was performed too recently to 
warrant a conclusion as to the outcome. 

The position of splenectomy as a therapeutic 
measure in cases showing increased blood destruc- 
tion is as yet unsettled. If the spleen is felt, its 
removal is indicated definitely. If the percentage of 
cells taking the vital stain is abnormally large, 
splenectomy should be considered. If the percent- 
age of reticulated cells in the blood is less than 
normal, blood transfusion should be done. If this 
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increases the number of the reticulated cells, it 
increases the indication for splenectomy. If the 
cells are not increased by this means, splenectomy 
will not help. In the author’s experience ‘he 
reticulated cells are of more significance than the 
platelets. 

Cases which show improvement following a trans- 
fusion and do not return to the previous low ebb 
seem to be benefited by splenectomy. Splenectomy 
is contra-indicated in the cases of elderly persons 
:1¢ those with spinal cord symptoms, and in the 

i stic cases. 

} itzrot urges early splenectomy if it is to be done 
et all. R. STEINKE, M.D. 


Chalier, A., and Dunet, C.: Splenectomy Alone or 
Combined with Omentopexy in Banti’s Dis- 
ease—Four Observations with the End-Results 
(La splénectomie seule ou combinée a l’omentopexie 
dans la maladie de Banti—Quatre observations 
avec résultats éloignés). Arch. franco-belges de 
chir., 1921, XXV, 


The interest in the cases of Banti’s syndrome cited 
rests in the apparent cure of the disease at the time 
of observation several years after the operation. 
Attention is called to the three stages in the clinical 
evolution of Banti’s disease. The first period, which 
may remain for many years practically non-progres- 
sive, is characterized by splenomegaly, discomfort 
in the side, pallor, and only slight functional dis- 
turbances. The second stage presents, in addition to 
the symptoms mentioned, a marked modification of 
the blood picture. There is a diminution of the red 
and white blood cells, particularly in the polynu- 
clear leucocytes. In addition, the liver is slightly 
hypertrophied and digestive disturbances and uro- 
bilinuria with oliguria are present. The third or 
terminal stage is dominated by hepatic enlargement 
with progressive ascites, jaundice, and a hemor- 
rhagic diathesis. 

The authors believe that splenectomy is definitely 
indicated and is sufficient to arrest the syndrome in 
the first and second stages of Banti’s disease. In the 
third period with ascites an omentopexy should be 
performed in addition to the splenectomy. The 
pathology found in the organs removed at operation 
corroborates the accuracy of Banti’s statement that 
the splenic lesion is primary. 

Loyat E. Davis, M.D, 


SURGERY OF THE EXTREMITIES 


CONDITIONS OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Lewin, P.: Osteitis Deformans (Paget’s Disease), 
with a Report of Three Cases. J. Bone & Joint 
Surg., 1922, iv, 45. 

The author presents a report of three cases of 
osteitis deformans with a review of the disease 
from the time of Paget in 1876 to the present day. 


Osteitis deformans or Paget’s disease is a syn- 
rome characterized by minor subjective symptoms 
but important objective findings of deformities 
chiefly in the skull and long bones. The disease 
occurs in late middle life. 

In literature it is designated by various term 
such as senile pseudo-rickets, fibrous osteomyelitis, 
localized osteomalacia, and hypertrophic osteo- 
sclerosis. American and English writers refer to it 
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as Paget’s disease as it was described by Sir James 
Paget in 1876, who was unaware that it had been 
described as early as 1697 by Malpighi. 

In the literature up to 1901 sixty-one cases were 
reported. In 1910 about 100 cases were found. 
The literature to date contains about 251 case 
reports. 

The average age of onset was 4814 years. Males 
seem more predisposed to the disease than females. 
Heredity played a part in about 7 per cent of the 
cases reported. Race offers no predisposition. Many 
theories have been advanced as to exciting causes. 
The most important are as follows: 

1. Syphilis. Paget did not regard syphilis as 
an etiological factor. He believed a chronic in- 
flammatory process was the cause. Wassermann 
tests today are usually negative, and anti-syphilis 
treatment is of no avail 

2. Chronic infection. This theory had its ad- 
vocates but Da Costa, Funk, and others attempted 
to make a vaccine and failed. 

3. Neurotrophic disturbances. Various writers 
have advanced evidence to support this theory. 
The author believes that disturbances of the 
nervous system may be the underlying cause of a 
disturbance in metabolism. 

4. Endocrine disturbances. No conclusive evi- 
dence has been offered to establish a relationship 
between Paget’s disease and the endocrine system. 

5. Metabolic disturbances. Metabolism studies 
have revealed a retention of calcium, magnesium, 
and phosphorus, and a pronounced loss of sulphur. 
These findings have been interpreted as indicating 
a stimulated osseous or osteoid formation associated 
with the absorption of a highly sulphurized organic 
matrix. 

The pathologic changes are chiefly in the bones 
and may be generalized or local. The deformities 
most commonly found are outward and forward 
bending of the tibia, and next most frequently, sim- 
ilar bending of the femur. The joints are very 
seldom involved. Deformity is frequently noted in 
the lower extremity. The involvement is usually 
symmetrical, although cases have been reported in 
which the disease was limited to one-half of the 
skeleton. 

In some cases the skull is involved. The entire 
thickness is composed of finely porous bone with a 
thin inner and outer plate of harder bone. The 
diploé is lost. Microscopically the porous substance 
consists of a network of thin bony processes. The 
haversian canals are confluent as a result of absorp- 
tion forming Howship’s lacune. Scattered areas of 
newly formed bony tissues are evident. The new 
osteoid substance remains uncalcified or is re- 
absorbed. The result of this regeneration and ab- 
sorption is total destruction of all symmetry in the 
internal architecture of the bones. In long bones 
the normal relation of compact and cancellous 
structure is destroyed. The outer wall of hard 
bone consists of thin, irregular plates lying directly 
under the periosteum. 
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The author states that Paget’s disease appears to 
be a combination of osteoporosis followed by osteo- 
sclerosis; that the condition begins as an osteo- 
malacia with softening due to the abnormal relation- 
ship between various chemical substances in the 
bone. Osteosclerosis then supervenes and the cortex 
of the bone assumes a hard, ivory texture. 

The onset of the disease is slow. Vague “‘rheu- 
matic” pains are described by the patient. A 
gradual weakness of the lower extremities develops. 
Tenderness is revealed by palpation of the long 
bones. A gradual decrease in height may be noticed 
by the patient: Bowing of the extremities is then 
seen. The first symptom may be an increase in the 
size of the skull. The head usually becomes flexed 
on the sternum. A diamond-shaped deformity of 
the abdomen can be observed. 

The X-ray reveals a rarefying osteitis with a thick 
cortex due to subperiosteal and new medullary bone 
formation. This thickening occurs on the convex 
surface. Bony striations may extend into the soft 
tissues. Areas of rarefaction develop. 

The diagnosis is not difficult after deformity has 
occurred. Differentiation must be made from 
syphilis, osteomalacia, rickets, bone tumors, acro- 
megaly, and diffuse hyperostosis of the cranial 
bones. 

The prognosis is good as to life, but poor as to 
cure. Death usually occurs from intercurrent in- 
fection or malignancy. 

At present curative treatment is impossible. 
Corrective treatment is inadvisable. Medication is 
of questionable value. The best hope today seems 
to bein phosphorus. 

The author reports three cases. He concludes his 
article by describing the unusual aspects of one 
case which manifested marked deformity of the 
right lower leg, scleroderma, and fracture of the left 
forearm which showed non-union after twenty 
years. Joun Mircuett, M.D. 


Nuzzi, O.: Surgical Tuberculosis (Tubercolosi 
chirurgica). Rassegna internas. de clin. ¢ terap., 1921, 
ii, 440. 

In the different stages of its development surgical 
tuberculosis requires difierent methods of treatment. 
Operation must be performed neither too early nor 
too late. When the process is localized the body 
should be given an opportunity to mobilize its 
defenses, but in some cases the removal of the 
bacterial focus is necessary to prevent the further 
spread of the condition. The patient’s age has a 
decided influence upon the evolution of the infection 
and should be taken into account by the surgeon in 
choosing the method of treatment. It should not be 
forgotten that the natural tendency in cases of 
surgical tuberculosis is toward recovery. 

The purpose of orthopedic treatment is, first, to 
prevent malposition and ankyloses, and second, to 
correct vicious positions. The more economical 
operations are always to be preferred. 

W. A. BRENNAN. 
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Israel, A.: Neuropathic Ossifications in Centrally 
Paralyzed Extremities (Ueber neuropathische 
Verknoecherungen in zentral gelaehmten Gliedern). 
Arch. f. klin. Chir., 1921, cxviii, 507. 


Israel reports three cases of transverse paralysis 
of the spinal cord (one gunshot injury, a fracture of 
the vertebra, and a spinal cord tumor) in which he 
found periosteal, peri-articular, muscular, and epi- 
neural ossification. He cites also cases from the 
literature. Similar cases suggesting myositis ossi- 
ficans following cerebral paralysis of one extremity 
have been reported. 

The ossification is limited to the paralyzed areas. 
The parts in which nerve function is intact are not 
involved. The condition differs from progressive 
myositis ossificans in that only the paralyzed areas 
in the limbs are involved. The development of the 
new formation often follows rapidly several months 
or weeks after the injury. 

The author compares the changes described with 
the peri-articular ossification in the arthropathies 
following tabes and syringomyelia. His observa- 
tions refute the theory that myositis ossificans is 
always the result of tabes and caused by excessive 
mechanical exertion of the muscles due to ataxia, as 
all of his patients were paralyzed and therefore were 
unable to move. 

In regard to the histogenesis of these ossifications 
Israel states that he observed here and there distinct 
transitions of the connective tissue into bone due to 
swelling of its cells and homogeneous change of the 
interstitial substance into true bone. Therefore 
he agrees with those who assume a metaplasia of 
the proliferated connective tissue cells in the de- 
velopment of myositis ossificans. Possibly the con- 
nective tissue cells in the paralyzed area undergo 
extensive differentiation. In Israel’s opinion the 
findings reported in this article demonstrate that 
there is a typical tissue reaction in the paralyzed 
limb. von Repwitz (Z). 


Bianchetti, C. F.: A Clinical and Anatomopath- 
ologic Contribution to the Study of Chronic 
Traumatic Hygroma (Contributo clinico ed 
anatomo-patologico allo studio dell’ igroma cronico 
traumatico). Policlin., Rome, 1921, xxviii, sez. 
chir., 485. 

Bianchetti gives the complete history of two cases 
of chronic hemorrhagic bursitis and discusses the 
etiology, symptoms, and pathology. 

The first case was that of a farmer, aged 58 years. 
The tumefaction in the left gluteal region had been 
present for more than three years. It caused only a 
sensation of weight after work and the formation of 
numerous varices but did not interfere with walking. 
At operation a tumor the size of an adult’s head was 
removed. The condition was diagnosed correctly 
before operation as a chronic ischiatic bursitis prob- 
ably of hemorrhagic nature. 

The second case was that of a farmer, aged 54 
years, who had been operated upon for bilateral 
inguinal hernia seven years previously. About two 
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years later a painful tumefaction developed in the 
left inguinocrural region and the pain became more 
severe, especially during work. At operation a tumor 
the size of a hen’s egg was removed from beneath the 
inner margin of the inguinal portion of the iliopsoas 
muscle. 

According to Koenig, ischiatic bursitis is produced 
by strain upon the nates in hard manual labor. The 
serous bursa from which the lesion originates is 
usually the bursa situated beneath the gluteus maxi- 
mus and between this and the ischiatic tuberosity 
and the muscles inserted in it. Although such a 
situation is exposed to injury, cases of ischiatic 
bursitis are not numerous in the literature. In 
Bianchetti’s second case the situation of the tumor 
corresponded to that of the bursa described by 
anatomists as a bursa of the psoas muscle; there may 
be two burse here, one between the muscle and the 
small trochanter and the other between the muscle 
and the anterior ligament of the capsule. In the 
case mentioned the hygroma developed at the ex- 
pense of the upper bursa. 

In the first of the two cases described the con- 
dition might have been due to trauma. In the second 
this etiological factor could be ruled out and the 
only explanation for the condition is that following 
the previous hernia operation a thread of silk mi- 
grated deeply and caused a chronic inflammatory 
process in the perivascular tissue which ultimately 
spread to the contiguous bursa. 

The author describes the three types of chronic 
bursitis: the serous, the proliferating, and the hemor- 
rhagic. Both of his cases were of the hemorrhagic 
type. The histologic examination shows that in the 
majority of cases the primary lesion of the bursa is 
a hemorrhagic pachybursitis. As in similar con- 
ditions of the vagina and testicle, the hemorrhage is 
due to the fragility of the capillaries of the granula- 
tion tissue. 

The differential diagnosis of a hygroma is some- 
times extremely difficult as in the second of the 
author’s cases. The hygroma, however, always 
develops very slowly and does not disturb the gen- 
eral health; it is only very late, in the ulcerative 
period, that its growth becomes irregular. After 
ulceration its growth ceases. A neoplasm, on the 
other hand, increases in size more constantly and 
rapidly and the patient’s general appearance sug- 
gests neoplastic cachexia. 

The author directs attention to the fact that the 
site of the tumor in his second case was unusual for 
a hemorrhagic hygroma. W. A. BRENNAN. 


Salaghi, M.: Sprengel’s Deformity, Congenital 
Elevated Scapula, Due to Costal Malformation 
(Contributo allo studio della deformita di Sprengel 
con un caso di scapola alta congenita da malforma- 
zione costale). Policlin., Rome, 1921, xxviii, sez. 
chir., 521. 


Salaghi’s case was that of a girl 8 years of age. 


The ribs showed malformations, especially on the 
right side, and in the spine there was a slight cunei- 
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form crushing of the body of the fifth dorsal vertebra 
and approximation of the bodies of the fourth, fifth, 
and sixth dorsal vertebre. Opposed to the primary 
spinal deviation toward the left, which extended 
from the fourth to the seventh dorsal vertebra, 
there were two corresponding compensatory curves 
toward the right. An embedding of the spinous 
processes due to the primary convex curve toward 
the left gave rise to lordosis of the segment. The 
scoliosis was somewhat different from the acquired 
type in which the lateral deviation is usually not as- 
sociated with such a notable degree of reclination. 
Otherwise the condition resembled the acquired type 
in which there is cuneiform crushing of the verte- 
bre and discs. There was nothing to indicate a true 
malformation of the vertebre, the deviation being 
due rather to the continuous action of pressure and 
traction. The author considered the costal mal- 
formations as primary and the spinal deviation as 
secondary. The right scapula was irregular as 
regards the spinal margin and showed a very wide 
supero-internal angle. Although elevated and 
slightly rotated with regard to the inferior angle, it 
could be lowered without difficulty as it was not held 
high by any fibrous cord binding it to the spine. 
There was slight left lateral flexion of the head due 
probably to increased muscular tension. This ten- 
sion appeared clearly to be related to the right cer- 
vicodorsal compensatory curve and was the principal 
cause of the scapular elevation. 

A surgical operation is not indicated in this case. 
The author intends to treat it by his method of 
manual reposition of the spine with which he has 
had many successful results in cases of adolescent 
scoliosis. W. A. BRENNAN. 


FRACTURES AND DISLOCATIONS 


Tinker, M. B.: Wound Excision and Early Recon- 
struction in the Treatment of Compound 
Fractures. Ann. Surg., 1922, Ixxv, 38. 


The author carried out experiments on wound ex- 
cision and attempted to solve the following problems: 

1. The possibility of disinfecting an extensively 
infected wound, especially an external wound, and 
thus prevent contamination of the clean excised 
area during excision. 

2. The relative value of various antiseptics in 
killing bacteria and in penetrating lacerated and 
contused tissue. 

3. The possibility of staining lacerated tissue so 
that it can be distinguished more clearly from the 
uninjured tissue. 

With regard to the first problem it was found that 
Harrington’s solution was superior to all others, 
and that formaldehyde solution and pure carbolic 
acid were of considerable value. Potassium per- 
manganate could not be relied upon in spite of its 
strong oxidizing value. Dichloramine-T was also 
unsatisfactory. 

_ With regard to the second problem, frozen sec- 
tions of excised tissue showed that the antiseptic 
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penetrated deeply enough to care for practically all 
of the bacteria if the infection had not been in con- 
tact with the tissues too long to give it an op- 
portunity to spread by the lymphatic or blood 
channels. 

With regard to the third problem it was found that 
strong solutions of acriflavine, methylene blue, and 
a hot saturated solution of permanganate of po- 
tassium stained the tissues sufficiently to aid in the 
dissection of the injured area, but the perman- 
ganate solution was the most satisfactory. 

The author urges the use of local anesthesia in 
preference to general anesthesia for wound excision 
and reconstruction surgery because it greatly re- 
duces the risks, it saves anesthetic drugs and the 
services of the special anesthetist, and may be used 
in all cases in which the operative procedure is 
longer than one or possibly two hours. 

Immediate or early skin grafting is advised be- 
cause it saves a great deal of time in healing. 
Under local anesthesia small deep grafts % in. 
square or smaller are employed. 

A pedicled flap of skin should be used when nerve 
trunks, tendons, or joints are exposed and when skin 
grafts do not offer sufficient protection. If possible, 
it should be turned from the immediate vicinity. 

Suppuration of the tendon sheaths associated 
with compound fractures of the hand or forearm 
results in serious disability, while thorough wound 
excision or early effective disinfection often gives 
surprisingly good results. A tendon should be ex- 
posed either by an incision along the side or trans- 
versely in the line of the normal skin folds. Silk 
sutures give better results than catgut sutures. 
Physiotherapy should be begun after one or two, 
or at the latest three, weeks. Tendon-lengthening 
by various methods did not give as good results as 
direct suture even where it was necessary to hyper- 
flex the involved joints in order to obtain apposition 
of the ends. In cases of adherent tendons, free fat 
transplants surrounding the separated tendons 
frequently give excellent results. 

Peripheral nerve injuries are common in con- 
nection with compound fractures. Experience has 
shown that immediate nerve suture gives the best 
results, even in cases in which the wound becomes 
infected. Delayed nerve suture, neurolysis, and 
auto-transplants give fair results. 

Carrel-Dakin treatment has proved to be of 
great value in clearing up infected compound frac- 
tures. Therefore in wound excision the sacrifice 
of bone should be restricted to the minimum. 
Exposed bone should be covered with a skin flap 
as soon as possible. Rupotes S. Rercu, M.D. 


Burian, F.: The Treatment of Fracture of the 
Clavicle by Continuous Traction (Traitement 
par traction continue de la fracture de la clavicule). 
Presse méd., Par., 1922, XXX, 17. 


The treatment of fracture of the clavicle is diffi- 


cult because of the difficulty of effecting immobiliza- 
tion. Couteaud allows the arm to hang vertically 
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Fig. 1. a, figure-of-8 bandage; 6, belt; c, band. 
Fig. 2. a, figure-of-8 bandage; 5, belt; c, band; d, rub- 
ber tube. 


from the bed, a position which brings the clavicular 
fragments into contact, but the patient is very apt 
not to remain quiet long enough to permit consoli- 
dation of the fracture. Since the war, Burian has 
been convinced of the advantages of the ambulatory 
method of treating such fractures. To obtain con- 
tinuous traction he uses Petit’s figure-of-eight band- 
age. 

With the patient seated on a stool the fracture is 
reduced under anesthesia and maintained by two 
assistants, one of whom, standing in front of the 
patient, keeps the arms in lateral extension and 
pushes them backward while the other supports the 
patient’s back with his hands against the shoulders. 
The figure-of-eight bandage is then applied so that 
it crosses between the scapule and the turns cover 
the upper and anterior parts of the shoulders. 
About six turns are necessary. Muslin 14 cm. wide 
is used. A muslin bandage is also applied at 
the waist and held in place by strips passed 
between the thighs. A thick rubber drainage tube 
is then passed under the two bandages in the median 
line of the back, stretched, and tied (See figure). 

The necessary degree of tension of the rubber is 
easily found. When the arms are slowly replaced 
in adduction the patient should experience only a 
firm elastic traction which pulls the shoulders back- 
ward. At the end of two hours the position of the 
shoulders is examined and the traction corrected if 
necessary. If cyanosis of the arm is noted the trac- 
tion is decreased or the bandage loosened. At night 
the patient should lie with a support under his back. 

The reduction can be verified at any time as the 
area of fracture remains uncovered by the bandage. 
Consolidation should be effected within three or 
four weeks. At the end of that time the bandages 
may be removed and massage may be used. 

W. A. BRENNAN. 


Patel, M., and Badin, A.: A Study of Inward Luxa- 
tions of the Elbow, Complete and Incomplete 
(Etude sur les luxations du coude en dedans: luxa- 
tions pures et incomplétes). Arch. franco-belges de 
chir., 1921, xxv, 62, 153. 


The authors begin their comprehensive discussion 
of inward luxation of the elbow with a survey of the 
literature. Complete luxation of the elbow which 
is unassociated with fracture of the humerus or the 
bones of the forearm is rare. Inward luxation may 
be classed as incomplete since it is nearly always 
associated with a fracture. Only about sixty cases 
were collected from the literature and all of them 
antedated the use of the X-ray. 

The authors report three cases of inward luxation 
with the complete roentgenological findings. In 
every instance the inward luxation was associated 
with a posterior luxation; that is, the posterior 
luxation was transformed into an inward luxation 
secondarily. These clinical findings corroborate the 
views of Denucé and Pingaud. In experiments on 
cadavers to confirm them it was found that the only 
procedure capable of effecting an inward luxation 
without fracture entailed a primary posterior luxa- 
tion. The authors discuss the mechanism of the 
luxation theoretically. 

The forearm is usually held in more or less marked 
flexion with some degree of pronation. The deform- 
ity is found on the inner side of the elbow and causes 
an increase of several millimeters in the transverse 
diameter. Palpation reveals that the three points of 
the dorsal surface of the elbow form an irregular tri- 
angle with the external side longer than the internal. 
The head of the radius cannot be felt. 

If the condition is recognized and treated early, 
the prognosis is generally favorable. 

The treatment of recent inward luxation consists 
in transforming it into a posterior-inward luxation 
by carrying the forearm into extension and then 
reducing the posterior-inward luxation by rotation 
and traction upon the forearm. In old luxations no 
interference is attempted if the existing function is 
compatible with active movement. When function 
is defective the presence of complete ankylosis 
dominates the indications for treatment. 

Loyat E. Davis, M.D. 


Lambotte, A.: The Operative Treatment of Con- 
genital Luxation of the Hip (Sur le traitement 
opératoire de la luxation congénitale de la hanche). 
Arch. franco-belges de chir., 1921, XXV, 244. 


In Lambotte’s opinion the operative reduction 
of congenital luxation of the hip should not be 
abandoned entirely. He has operated success- 
fully on numerous patients between 15 and 47 
years of age. The oldest had a very decided bilateral 
luxation. 

The use of Doyen’s or Lorenz’ apparatus for re- 
ducing the head of the femur is traumatizing. 
Lambotte therefore employs a special lever tractor 
and guides the femoral head into the acetabulum 
with a large spatula which is used like a shoehorn. 
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An angular antero-external incision is made from 
the iliac spine to the base of the great trochanter and 
then down toward the thigh. The muscles are 
separated and the thick capsule over the femoral 
head and neck is incised. The spatula is then passed 
into the acetabulum, the ligamentous attachments 
are widely incised, and the acetabulum is hollowed 
out with Doyen tubular instruments unless it is 
very large, when curettes the size of the femoral head, 
sharp on one side and blunt on the other, are used. 
The femoral head is then trimmed and corrected 
as necessary and the reduction effected with the aid 
of the lever and spatula. The traction necessary 
varies from 80 to 100 kgm. Neither preparatory 
continuous traction nor tenotomy has ever been 
necessary. The operation is as easy in the adult as 
in the child, and re-luxation after operation is very 
rare. 

The technique is that which Lorenz formerly de- 
scribed, the only modification being the use of the 
tractor and reducing lever. In 1909 Lambotte 
showed before the Belgian Surgical Society a woman 
26 years of age who was cured of congenital luxa- 
tion of the hip by the method described. 

W. A. BRENNAN. 


Ashhurst, A. P. C., and Bromer, R. S.: The Clas- 
sification and Mechanism of Fractures of the 
Leg Bones Involving the Ankle, Based on a 
Study of Three Hundred Cases from the Epis- 
copal Hospital. Arch. Surg., 1922, iv, §1. 


In spite of all the classical writings of Pott, 
Dupuytren, and others, there is no entirely satis- 
factory classification of ankle fractures. Pott de- 
scribed a fracture which does not exist and Dupuy- 
tren commended him for his acute observation. A 
transverse fracture of the fibula 3 in. from the lower 
end, as described by Pott, is not found in any series 
of roentgenograms or postmortem specimens. 
Quénu states that the French mean by ‘“‘ Dupuy- 
tren’s fracture” exactly what the English mean by 
“Pott’s fracture.” It is probable that this fracture 
is the common one first described accurately by 
Maisonneuve. 

After a detailed description of the normal ankle 
joint the authors proceed to a discussion of the 
mechanism of fractures involving this joint and a 
classification based on 300 cases. In the production 
of fractures of the ankle, rotation of the foot around 
the long axis of the leg plays an important part. 
Inward rotation is almost inseparable from a move- 
ment of adduction and the foot is quite mobile in 
this direction. In outward rotation, however, the 
foot acts as a rigid lever. In relation to the tibia 
this is a lever of the first class with the fulcrum at the 
anterior border of the fibula, the power arm being 
the anterior four-fifths, and the weight arm the 
posterior one-fifth, of the distance from the posterior 
border of the ankle to the toes. With relation to the 
fibula, however, it is a lever of the second class with 
the fulcrum at the posterior border of the inner 
malleolus and the power arm the entire distance from 
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the posterior ankle border to the toes. The longer 
power arm exerts more force against the external 
malleolus than the shorter power arm exerts against 
the internal malleolus. The lower end of the fib- 
ula is thus fractured by a force which pries the 
malleoli apart. Of all fractures at the ankle this 
oblique one of the lower end of the fibula is the most 
frequent (25 per cent). If the rotation goes far 
enough, the tip of the internal malleolus is broken 
off. In the authors’ series of 300 cases this type of 
rotation fracture, including all its complications and 
variations, occurred 100 times. In four cases the 
force against the internal malleolus was great 
enough to fracture the entire lower end of the tibia. 

Forced abduction produces in most cases an iso- 
lated fracture of the internal malleolus. In the 
authors’ series 6.5 per cent were of this type. If the 
tibiofibular ligaments hold, the fibula may be caused 
to break through its malleolus by the direct force of 
the abduction but never above these ligaments by 
bending. A bending fracture occurs only when the 
tibiofibular ligaments have ruptured; one end of the 
bone must be free and the other end fixed. In 
thirty cases of fracture of the surgical neck of the’ 
fibula the lesion showed the characteristics of frac- 
ture by bending in twenty-eight, and if it was not 
accompanied by rupture of the tibiofibular liga- 
ments there was a history of direct violence or 
clinical evidence of severe sprain of these ligaments. 

Not infrequently the posterior marginal fragment 
of the tibia is a distinct clinical entity. It was de- 
scribed by Cooper in 1820 but in 1915 Cotton de- 
scribed it as a “‘new type of ankle fracture” and by 
some writers it is referred to as ‘‘Cotton’s fracture.” 
The fragment varies from a small portion of the 
posterior lip to a large piece extending 10 cm. up 
the shaft, and there may be posterior displacement 
of the foot. The mechanism which produces it is a 
crushing force from below upward. This type of 
fracture occurred in fifty-eight of the 300 cases 
reviewed. 

Forced adduction may cause splitting of the inner 
part of the tibial shaft but the more common lesion 
is a tearing off of the external malleolus followed by 
a crushing fracture of the inner malleolus. 

The three abnormal movements of external ro- 
tation, abduction, and adduction are responsible for 
about 95 per cent of ankle fractures. It is impossible 
to classify these fractures anatomically because the 
variations in many instances are due only to vari- 
ation in the force which produces them. The 
authors therefore offer the following classification 
based on the mechanism of the fracture: 

Per cent 
A. Fractures by external rotation. 
1. First degree: lower end of fibula only 
(oblique) 26 
2. Second degree: same, plus rupture of the 
internal lateral ligament or fracture of 
the internal malleolus 33 
3. Third degree: same, plus fracture of the 
lower end of the tibia 


1.7 


Total 60.7 
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Fracture by abduction. Per cent 
1. First degree: internal malleolus only 6.6 
2. Second degree: same, plus fracture of the 
lower end of the fibula ( transverse) 
a. Below the inferior tibiofibular joint 
b. Above the inferior tibiofibular joint 
(Pott’s fracture, Dupuytren type”) 
Third degree: fracture of the whole lower 
end of the tibia 


13.7 


0.66 
Total ar. 
Fractures by adduction. 
1. First degree: external malleolus only 9 
2. Second degree: same, plus the internal mal- 
leolus or the inner part of the tibial 
shaft 
3. Third degree: same, plus the whole lower 
end of the tibia 
Total 
Dz. — by compression in the long axis of 
the le 
E. by direct violence 
On the basis of a roentgen-ray study of the ankle 
joint Bromer warns that in making a diagnosis of 
fracture of the posterior lip of the tibial articular 
surface one should remember that a supernumerary 
bone, the os trigonum, is sometimes present at this 
point. With regard to the diagnosis of tibiofibular 
diastasis by the roentgen ray the authors state 
that if the space between the lateral margin of the 
fibula and the lateral border of the anterior tibial 
tubercle exceeds more than two-thirds of the width 
of the fibula, it is most probable that there is dias- 
tasis of the first degree. Emphasis is placed on 
standardized accurate technique in roentgenography. 
Gross lesions are easily recognized by almost any 


method, but to attain the finer points in diagnosis 
an exact method of technique is necessary. 
A. Crark, M.D. 


Wakeley, C. P. G.: Malunited Abduction Fracture 
of the Ankle Joint Treated by Operation. 
Arch. Radiol. & Electrotherapy, 1921, xxvi, 229. 


Lane and others have recently recommended 
operation as the best form of treatment for certain 
abduction fractures of the ankle joint. 

A malunited abduction fracture of the distal 
end of the tibia and fibula was operated upon by the 
author five months after the injury. A transverse 
osteotomy of the fibula was performed through the 
line of fracture. A wedge-shaped piece of bone was 
removed through a curved incision exposing the 
tibial malunion, and the foot adducted. To retain 
the two portions in position a plate was fixed on the 
inner side of the tibia. The periosteum was care- 
fully sutured over the plate, the wound closed, and 
the limb put up in plaster. After two weeks, 
massage and passive movements were begun. After 
six weeks the patient was able to walk without 
a cane and skiagrams showed good anatomical 
alinement. 

Two and one-half years later the ankle movements 
were found to be full and free, and there was no 
sign of flat-foot or osteo-arthritis. 

Dantev H. Levintuat, M.D. 


SURGERY OF THE BONES, JOINTS, MUSCLEs, 
TENDONS, ETC. 


Starr, C. L.: Army Experiences with Tendon 
Transference. J. Bone & Joint Surg., 1922, iv, 3. 


In the recent war the attention of surgeons 
was directed to injuries of the extremities and the 
possibility of restoring function by muscle trans- 
ference. The problem presented was the redis- 
tribution of the active muscles to obtain bal- 
ance and the restoration of the function of intact 
muscles. 

Adherence to certain principles is necessary. 
These the author presents on the basis of a personal 
experience of several hundred cases: 

1. As far as possible, muscles used to replace 
damaged muscles should have a similar action to the 
muscles they replace. 

2. If a portion of a tendon is to be transferred it 
must have the same action as the muscle it is to 
replace. Half of the tendon of the extensor carpi 
radialis longior may be transferred to the long 
extensor of the thumb with good results. A hope- 
less result follows the transfer of half of the flexor 
carpi radialis to the extensor of the thumb. 

3. The line of pull should be as straight as pos- 
sible so that there may be no mechanical dis- 
advantage. 

4. Fixation of the transferred muscle must be 
effected under tension. This will take up the 
slack. 

5. All deformities due to tissue contraction must 
be overcome before tendon transference is at- 
tempted. 

6. The sheath of a muscle to be replaced may be 
used to receive the transferred tendon, but for 
the most part, transferred tendons should run in 
fatty subcutaneous tissue. 

7. Tendons transferred in the lower extremity 
should be inserted into bone or periosteum. In 
the upper extremity, attachment of tendon to ten- 
don is adequate. 

8. The recipient tendon should be split and the 
transferred tendon stripped of its sheath and some- 
what macerated. The transferred tendon should 
then be threaded through the slit in the recipient 
tendon, sutured in two places, and buried or turned 
back and stitched in itself. Linen is the most satis- 
factory suture material. 

9. The limb must be immobilized for three weeks. 
Then a removable splint should be substituted. 
This is removed for training. 

The training should be directed by an expert 
who has a thorough knowledge of anatomy and who 
has seen the operation. The best results have been 
obtained in the musculospiral nerve, probabl\ 
because this nerve is for the most part a purely 
motor nerve and because the power necessary to 
overcome the disability is only that necessary to 
overcome gravity. The object of the operation is to 
restore the extensor function of the thumb, wrist, 
and fingers. The technique is as follows: 
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The arm is prepared in the usual manner. A 
;-in. incision is made on the palmar surface of the 
forearm, between the flexor carpi radialis and 
palmaris longus tendons, ending at the wrist. The 
exposed tendons are freed from their sheaths to the 
middle of the forearm and divided at their insertion. 
The skin edges are clipped together. A 7-in. incision 
is then made on the dorsal surface of the forearm 
following a line from the external condyle of the 
humerus to the styloid of the radius. The lower 
end of the incision is slightly hooked to expose 
the thumb extensors. All bleeding must be con- 
trolled. If this incision is properly placed, it overlies 
the septum between the radial extensors of the wrist 
and the extensor communis digitorum. Blunt 
dissection will separate these muscles so as to expose 
the radius at the upper end of the incision. The 
insertion of the pronator radii teres into the outer 
surface of the radius is thus exposed. This tendon 
and the periosteum are freed from the radius with a 
periosteal elevator. 

The extensores carpi radialis longior and brevior 
are slit and the freed end of the pronator teres is 
threaded through from the deep surface and its 
periosteal end sutured to the aponeurotic surface 
of these muscles. The tag ends are buried with a 
Lembert suture. The tendons of the common ex- 
tensor to the fingers are freed from their sheath 
above the annular ligament and the separate sheath 
of the extensor minimi digiti is opened to expose 
all four tendons. The three extensors of the thumb 
are exposed at the lower end of the radius. The 
long extensor of the thumb is lifted from its bed and 
brought alongside the extensor ossis metacarpi and 
the primary extensor of the thumb. The flexors are 
then brought through a tunnel made through the 
subcutaneous tissue between the upper end of the 
palmar incision and the lower end of the dorsal 
incision. The three exposed thumb extensors are 
split and the palmaris longus, freed of its sheath and 
all areolar tissue, is threaded through all three and 
stitched to each with sufficient tension to keep 
the thumb extended. 

The four common extensors are similarly slit 
and the prepared flexor carpi radialis is threaded 
through. The end of the transferred tendon may 
be buried in the extensor minimi digiti or turned 
back on itself and stitched to each tendon and then 
to itself. The fingers and wrist must be kept in 
hyperextension during this procedure. The fascia 
is not sutured, but an attempt is made to cover 
the exposed surfaces of the tendons with fat by 
bringing the skin edges together with a subcuta- 
neous suture. A plaster-of-Paris splint is put on 
for three weeks. 

Tendon transference was done for various 
disabilities in about 300 cases. In fifty-two cases 
re-examined after a period of from three months to 
two and three-fourths years the results were found 
to be excellent in twenty-nine cases, good in fifteen, 
fair in seven, and poor in one. 

Joun MitcHett, M.D. 
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Kalima, T.: Pathologico-Anatomical Examina- 
tion of Ankylosed Joints Mobilized by Opera- 
tion (Pathologisch-anatomische Untersuchungen 
an operativ mobilisierten ankylotischen Gelenken). 
Beitr. z. klin. Chir., 1921, cxxiv, 143. 


The author made pathologico-anatomical exami- 
nations of eighteen specimens from operations per- 
formed by Payr for the mobilization of joints. With 
the exception of one case of multiple arthritis de- 
formans the ankyloses were due to war injuries, 
suppuration by extension, or metastatic gonorrhceal 
or other infections. The material included fourteen 
knee joints, three hip joints, and one elbow joint. 
The time that had elapsed between the disease 
which caused the ankylosis and the mobilizing 
operation varied from eight months to fourteen 
years. 

Macroscopically the ankylosed joint and its vi- 
cinity showed more or less cicatrization. In most 
cases the ankylosis was so firm that. either no move- 
ment or only slight elastic passive movement was 
possible. The connection between the surfaces of 
the joint was cartilage, cartilaginous bone, or true 
bone. The parts of the cartilaginous surfaces not 
directly involved were less altered, but the cartil- 
aginous tissue within the area of ankylosis showed 
very great alteration in the form of so-called ‘“‘asbes- 
tos”’ cartilage, i.e., the cartilaginous layer uniting 
the opposing surfaces, which in the operation were 
torn apart, displayed an uneven, jagged surface of 
whitish, somewhat translucent appearance. In 
two cases there was a marked production of osteo- 
phytes inside and near-the cartilaginous connective 
tissue wall which bounded the asbestos-like anky- 
losed surfaces posteriorly. Inflammatory processes 
were never found in the bone tissue of the extremities 
of the joint. While the ligamentous apparatus 
showed the least alterations macroscopically, the 
capsular ligament and the peri-articular tissues were 
markedly changed. The capsule was solid and firm; 
in some parts it was 114 cm thick and streaked with 
adipose tissue. 

The microscopic examination of the preparations, 
most of which were formalin-hardened specimens, 
was made chiefly on the cartilaginous parts of the 
joint ends. Regardless of the etiology of the various 
ankyloses the picture was uniform. The strongest 
organization and substitution processes were formed 
within the region of the ankylosis itself, while the 
surfaces not involved in the ankylosis showed altera- 
tions only in spots. 

The substitution of cartilaginous tissue, which in 
general was greatly degenerated, proceeds from the 
articular surface by granulation tissue rich in cells 
and from the bone marrow. According to the 
variety of the substitution of the cartilage, the anky- 
losis was fibrous, fibro-osseous, or purely osseous. 
The production of osteophytes, so far as it consisted 
of purely marginal osteophytes, is traced back to 
periosteal formation. The author attributes the 
periosteal inflammatory process to the primary trau- 
ma or to periosteal splintering due to the inflamma- 


386 


tion. Intra-articular new bone formation, of which 
the end-result is osseous ankylosis, results from bone 
formation by bone marrow elements which have 
penetrated the cartilage. 

In two cases the intra-articular production of 
osteophytes was traced back to the fact that the 
osteophyte was primarily a free traumatic loose 
body of the joint. In the inner ligamentous appara- 
tus of the knee joint the alteration was least, with 
the exception of thickening of the fibrils and hyalin 
or adipose degeneration. The capsular portions, 
however, showed microscopic changes of most di- 
verse forms: fibrous and cicatricial transforma- 
tions, hyalin, adipose, and gelatinous degeneration, 
thickening of the vessels, and thrombosis. 

The author is of the opinion that these investiga- 
tions sustain Payr’s radical position regarding the 
mobilization: of ankylosed joints. Homer (Z). 


Van Neck, M.: Supracondylar Femoral Osteotomy 
in Extensive Infantile Paralysis (L’ostéotomie 
fémorale sus-condylienne dans les paralysies infan- 
tiles étendues). Arch. franco-belges de chir., 1921, 
XXV, 247. 

Some persons affected with infantile paralysis can 
keep their equilibrium and even walk without the 
aid of apparatus. Others are unable to use the limb. 
The difference is due to the fact that in the first 
type of case the center of gravity can be made to 
fall in front of the knee by inclining the thorax, 
while in the second this is impossible because of in- 
volvement of the lumbar and buttock muscles. 

The surgical problem in such cases is to make the 
center of gravity fall in front of the axis of the knee 
when the body is not bent forward. Lorenz was the 
first to devise an operation to throw the axis of the 
knee backward. By asupracondylar femoral osteot- 
omy he placed the leg in genu recurvatum. This 
was done by Van Neck in four cases after necessary 
tenotomies and correction of the foot. Two of the 
patients are now able to walk without any apparatus, 
one walks well with the aid of a cane, and one is 
able to walk with an orthopedic shoe. 

W. A. BRENNAN. 


Pieri, G.: Tibio-Astragalar Disarticulation with an 
Anterior Hypocinematic Strip (Disarticolazione 
tibio-astragalica a lembo anteriore ipocinematica). 
Chir. d. organi d. movimento, 1921, V, 550. 


Disarticulation of the foot is not often done 
because frequently the tibio-astragalar articulation 
is invaded or because, when the soft parts are 
not in good condition, the surgeon prefers supra- 
malleolar amputation which favors the formation of 
the classical posterior, internal, or postero-internal 
cinematic strips. 

Disarticulation of the foot is preferable to supra- 
malleolar amputation because it gives a longer 
stump which does not require the use of complicated 
orthopedic apparatus and the weight of the body is 
better supported by the cinematic soft-part covering 
of the stump. This operation is possible and will 
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give good results even when only the soft parts on 
the dorsum of the foot are preserved as in such cases 
the stump may be covered with a single anterior 
strip or a smaller anterior strip and two postero- 
lateral strips. Cases of extensive freezing, ischaemic 
gangrene, or subtotal traumatic destruction of the 
foot, which heretofore have been considered by the 
majority of surgeons as typical cases for supra- 
malleolar amputation, are quite suitable for dis- 
articulation. 

When there is an indication for disarticulation of 
the foot and it is feasible to cut a posterior strip 
(the strip of choice), it is advisable to make the 
disarticulation with the Syme incision and to create 
a cinematic hood for the stump by means of a tibio- 
fibular tendinous loop, suturing the Achilles tendon 
either alone or with the other flexor tendons to the 
antagonistic tendons. The steps of the technique 
are: (1) a dorsal incision circumscribing a long 
cutaneous strip which usually does not extend 
beyond Lisfranc’s tarsometatarsal interline; (2) 
dissection of this strip for about 2 cm. from the 
underlying soft parts, incision of the soft parts to 
the bone, and elevation of the strip with the dorsal 
tendons to expose the articulation; (3) tibio-astrag- 
alar disarticulation; (4) sectioning of the deep 
posterior tendons as low as possible, disinsertion of 
the Achilles tendon, and ligation of the vessels; 
(5) malleolar section; (6) adaptation of the anterior 
strip over the articular surfaces and suturing of the 
anterior to the posterior tendons; (7) suture of the 
skin and plastic repair. 

Good results were obtained by the author in 
three cases. W. A. BRENNAN. 


Schultze, F.: The Various Forms of Flat-Foot and 
Their Treatment (Die Einteilung des Plattfusses 
in seine einzelnen Formen und deren Behandlung). 
Zischr. f. orthop. Chir., 1921, xlii, 15. 


On a pathologico-anatomical basis the author 
classifies flat-foot into the following varieties: 

1. The muscular form. The tension of the arch 
becomes relaxed and the foot becomes flattened be- 
cause of the greater action of the posterior group of 
muscles as compared with the anterior group. This 
condition is curable at first, but later, after con- 
traction and stretching of the ligaments, becomes 
permanent. 

2. The ligamentous form, an advanced stage of 
the muscular form. 

3. The osseous form with bending of the longitud- 
inal axis of the foot, a form developing from the 
ligamentous form. The entire foot is flat, the talus 
and calcaneus are rotated around the longitudinal 
axis, the anterior portion of the foot is in abduction, 
pronation and supination are suspended, and the 
patient has a stamping gait. 

The muscular form must be treated by system- 
atically exercising the muscles, flexing the sole with 
the toes, particularly the great toe, and during the 
intervals holding the foot in supination. The second 
and third forms are to be treated by compression 


GENERAL SURGERY—SURGERY OF THE SPINAL COLUMN AND CORD 


and reduction. The anterior part of the foot must 
be placed at the correct angle with the posterior 
part. The author describes the technique. The 
position of the toes must be corrected in plaster of 
Paris. A foot-plate should never be used. 

GrRasHEY (Z). 


Mayer, L.: The Treatment of Paralytic Flat Feet. 
J. Bone & Joint Surg., 1922, iv, 39. 


The author classifies paralytic flat feet on the 
basis of the muscles weakened and the extent of 
the paralysis as follows: 

Type 1. This group comprises cases of isolated 
paralysis of the tibial anticus. Inversion is impos- 
sible when the foot is dorsiflexed, but possible when 
it is below a right angle. To be sure that complete 
paralysis has occurred it is necessary to immobilize 
the foot in calcaneovarus, thus bringing the origin 
and insertion as near together as possible. If the 
Achilles tendon is shortened, it should be divided. 
Immobilization should be maintained for six weeks. 
If by this time there is no return of function, com- 
plete paralysis may be assumed. If there is the least 
sign of function the immob'lization should be con- 
tinued but exercise and massage should be given. 
Plaster should be used for the first six weeks and 
then a brace. 

Type 2. This group includes those of the first 
type in which the anterior tibial is completely 
paralyzed and those in which there is partial 
paralysis of the anterior tibial with some weak- 
ness of other inverting muscles. Operation is ne- 
cessary. 

The author’s study of muscle balance has shown 
that the tibialis anticus acts as a strong inverter 
when the foot is below an angle of 90 degrees. On 
further dorsiflexion it acquires a slight abducting 
power. When the action of the Achilles and anterior 
tibial were combined, marked inversion of the 
dorsiflexion resulted. 

The rule followed by Mayer is that the inverters 
should slightly outbalance the everters. 
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Tendon transplantation is resorted to in the 
second type of cases. In those which are mild the 
extensor proprius hallucis is used, and in those 
more severe, the peroneus longus. 

The insertion of the paralyzed anterior tibial 
tendon is exposed, and then the upper end of the 
tibial sheath. A threaded probe is passed down 
through the sheath until it emerges at the insertion 
of the tendon. The tendon to be transplanted is 
then exposed and drawn downward through the 
sheath of the anterior tibial by means of the guide 
suture. Since adhesions will occur when the tendon . 
crosses the anterior intermuscular septum, a fascial 
plastic is employed when the peroneus longus is 
transplanted. In this plastic operation a trapdoor 
flap is cut in the fascia of each muscular compart- 
ment, the fascia is everted, the two fascial edges 
are united by means of a Lembert suture, and the 
transplanted tendon is attached to the bone at the 
insertion of the tibialis anticus. Within sixteen days 
there is physiological fixation of the tendon and 
active exercise may be begun. 

Type 3. This group includes cases in which there 
is complete paralysis of all inverters except the 
Achilles. The treatment still remains unsatisfac- 
tory. In one case the author transplanted the ex- 
tensor longus digitorum to the inner side of the foot. 
The result was gratifying. In four cases the extensor 
proprius hallucis was transferred in addition to the 
peroneus longus. These results were not so satis- 
factory. 

Type 4. In cases belonging to this group there is 
complete paralysis of all inverters including the 
Achilles tendon. The type is rare. Of the meth- 
ods of treatment the author prefers bone stabili- 
zation. 

The after-treatment of all cases demands the use 
of suitable appliances until the weakened muscles 
have regained their maximum strength. Post- 
operative muscle training must be employed. A 
night splint of plaster or celluloid should be applied. 

Joun M.D. 
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Jacobaeus, H. C.: On Insufflation of Air into the 
Spinal Canal for Diagnostic Purposes in Cases 
of Tumors in the Spinal Cord. Acta med. 
Scand., 1921, lv, 555. 


Insufflation of air into the spinal canal to replace 
the fluid removed in cases of tuberculous meningitis 
was first used in 1909 but was without benefit. 

Jacobaeus fitst insufflated air for diagnostic pur- 
poses in a case of spinal cord tumor in July, 1919. 
He has since used the procedure in three other cases 
with positive results and in a few with negative re- 
sults. There was no difficulty in showing the air 
column, but it was very difficult to obtain an easily 
visible upper limit. After the withdrawal of 20 to 
30 c. cm. of cerebrospinal fluid, a corresponding 
quantity of air or oxygen-gas was injected with an 


ordinary 20-c. cm. Record syringe. In the cases in 
which a tumor was found the pain was very slight. 
In those in which no tumor was found a severe head- 
ache persisted for several days. 

The first case was that of a man 43 years of age 
from whom an extradural neuroma opposite the 
eighth dorsal vertebra was removed. Three months 
after the operation his general condition was 
slightly improved but the spasticity and limitation 
of motion in the legs remained unchanged. 

The second case was that of a man 53 years of age 
from whom an intradural neuroma opposite the 
ninth thoracic vertebra was removed. Two months 
later he was discharge from the hospital much im- 
proved from the standpoint of mobility but the 
sensory disturbances were only slightly improved. 
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The third case was that of a man 40 years of age 
from whom a fibrosarcoma of the dura mater involv- 
ing the arches at the fourth and fifth dorsal vertebre 
was partially removed. The patient was discharged 
from the hospital about ten weeks later not much 
improved. Six months later he was considerably 
improved and could walk quite a long distance with- 
out becoming tired. 

In Cases 2 and 3 the upper limit of the air column 
corresponded well to the lower limit of the tumor as 
found at operation. In the third case the air column 
stopped somewhat below the lower limit of the 
tumor. It is not known whether this was due to 
adhesions or a too-small quantity of insufflated air. 
The results already obtained, however, indicate 
that this method may be of definite value in the 
topical diagnosis of spinal tumors. While errors may 
be made when, for some unknown reason, the air 
does not extend quite up to the tumor, distinctness 
of the air column indicates the absence of a spinal 
cord tumor. Car- R. STEINKE, M.D. 


Thorburn, W.: The Diagnosis and Treatment of 
Intrathecal Tumors of the Spinal Cord. Brit. 
M.J., 1922, i, 49. 

In a very interesting article the author lays stress 
upon the fact that in the treatment of intrathecal 
tumors of the spinal cord we have one of the most 
reliable developments of the surgery of the nervous 
system. He reports two cases in detail, one typical, 
the other less typical. In the differential diagnosis 
the following conditions must be considered: 

1. Conditions arising as the result of hemorrhage 
These are generally associated with a history of 
injury. 

2. Tuberculous disease of the spine. This may be 
differentiated by radiological studies. Attention is 
drawn here to the fact that local tenderness revealed 
by tapping the spinal processes and even local 
kyphosis may be present in cases of intrathecal 
growths. 

3. Malignant growths in the vertebra themselves. 
These, however, are usually secondary and the find- 
ing of a primary growth elsewhere leads to the cor- 
rect diagnosis. 

4. Syphilis. This may be excluded by the usual 
methods. 

5. Growths, tuberculous masses, and cysts. 

In cases of intrathecal tumors of the spinal cord 
pain as an early symptom is of importance. This 
may, or may not, be associated with paraesthesia 
with a certain degree of anasthesia. The pain may 
be explained by the clinician as rheumatic or of 
visceral origin, but more careful study leads to the 
correct diagnosis. 

The diagnosis having been made, it is important 
to localize and remove the growth. Localization 
demands: (1) careful examination to ascertain 
the highest level of sensory or motor phenomena; 
(2) a knowledge of the distribution of the spinal 
segments; (3) recognition of the relation of these 
segments to the spinal processes; and (4) correct 


enumeration of the spinal processes themselves. A 
great majority of intrathecal tumors lie below the 
brachial and above the lumbar enlargement and can 
be easily shelled out. 

Pathologic reports of growths removed vary 
greatly, though probably they all arise from the 
dura, pia, or arachnoid. 

From the less typical case history the author draws 
attention to: (1) the importance of exploring doubt- 
ful cases of transverse lesions of the cord; (2) the 
fact that exploration does no harm even if the diag- 
nosis is incorrect; (3) the possibility of arresting 
many cases of transverse myelitis by incision and 
drainage of the dura mater if, as he holds, such mye- 
litis is often due to infection spreading along the 
nerves and then necessarily crossing the meninges 
and intradural space before the cord itself is 
attacked. 

In Thorburn’s opinion the infections are usually 
derived from the urinary organs. This theory agrees 
with the tendency of transverse myelitis to attack 
levels connected with the kidneys and also with the 
fully recognized tendency of the kidney to collect 
and harbor organisms of all types. 

M. R. Fiynn, M.D. 


Cyriax, E. F.: Partial Spondylolisthesis or Minor 
Displacement Forward of the Fifth Lumbar 
Vertebra. Med. Press, 1922, n.s. cxiii, 10. 


Partial spondylolisthesis (slight forward displace- 
ment of the fifth lumbar vertebra) is very common. 
It usually comes on slowly, taking months or even 
years. Of the thirty-four cases cited by the author 
thirty-two were those of females and twenty-five 
of the latter had not had children. There was a 
history of anemia in twenty, of rickets in six, of 
infantile paralysis in two, and of some other para- 
lytic affection in childhood in three. In three cases 
the condition was of traumatic origin. In fourteen 
there was concomitant lordosis, and in five cases, 
scoliosis. 

The symptoms depend upon the degree of com- 
pensation for the changes. Persistent backache 
develops in the area of displacement and is markedly 
increased when pressure is applied over the fifth 
lumbar vertebra in a direction which increases the 
deformity. Usually there is an abnormal depression 
just above the top of the sacrum. Other postural 
changes may be present. Nervous changes may 
develop because of the pressure on the sympathetic 
nerves in the lumbar region at this point, but the 
author has never observed symptoms pointing to 
pressure on the spinal nerves. 

The treatment is the same as for displacements 
elsewhere, namely, reposition with after-treatment 
by mechanotherapeutics to strengthen the affected 
articulations. The longest treatment given by the 
author consisted of twenty manipulations for re- 
position, and the shortest of two. In no case did the 
deformity recur. Gynecological and rectal con- 
ditions must also be taken into consideration. 

F. W. Carrutuers, M.D. 


Bachlechner, K.: Operative Ankylosis of the Spine 
in Tuberculous Spondylitis (Zur operativen 
Versteifung der Wirbelsaeule bei tuberkuloeser 
Spondylitis). Beitr. z. klin. Chir., 1921, cxxiv, 655. 

In answering the question whether, in tuberculosis 
of the spine, ankylosis should be effected by bone 
bridging, the cases of importance are those in which 
the end-result of the bone implantation can be seen 

at autopsy. Up to the present time two cases have 
been reported by Meyer from the Biesalski Clinic 
and one case has been reported by Goerres in which 
examination showed an absolutely firm bony union 
between the inlay and the spinous processes. 

The author reports the case of a patient who died 

‘eight weeks after the operation. At autopsy the 
part of the implant not covered with periosteum 
was found to be fused with the spinous processes, 
but its periosteal side was not fused even at its free 
border though it was impossible to loosen the implant 
from the spinous processes. 

Bachlechner states that in certain movements of 
the spine, flexion forward and backward, the im- 
plant becomes very firmly united with the vertebra, 
but a rotary flexion at the lower portion may easily 
cause its fracture. It is evident, therefore, that 
rotary movements must be prevented. 

VorRSCHUETZ (Z). 


Gobbi, L.: A Case of Lumbosacral Bone Tumor (Un 
caso di tumore dello scheletro lombosacrale). Arch. 
ital. di chir., 1921, iv, 519. 

The patient whose case is reported was a girl who 
came to the hospital with a diagnosis of Pott’s 
disease of the fourth, and sacralization of the fifth, 
lumbar vertebra. About a year previously she 
had fallen on the sacral region. Some months later 
pain was experienced in the right malleolar region 
and knee and finally became localized and intensified 
in the lumbosacral region where a large fluctuant 
lump could be felt. Hemorrhagic fluid was with- 
drawn several times by exploratory puncture. As 
puncture was insufficient to relieve the tension, an 
incision was made over the tumor. A large quantity 
of grumous, bloody fluid escaped. Deep exploration 
of the focus revealed involvement of.the sacro-iliac 
articulation. Following this operation the patient’s 
condition improved and she left the hospital. At 
a subsequent examination her general condition was 
found the same as before but locally a neoformed 
tissue beneath the skin and evidently of deep origin 
was discovered. This constantly increased in size. 
Sections were removed for histologic examination. 
The patient ultimately died of bronchitis and 
nephritis. 

In this case, despite the almost total destruction 
of the sacrum, there were practically none of the 
vertebral osseous symptoms usually associated with 
spinal tumors. The radicular symptoms were almost 
entirely sensory disturbances until very late when 
there were bilateral sciatic pains and nearly com- 
plete anesthesia of the soles of the feet. Medullary 
symptoms were almost entirely lacking. 
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The principal objective signs were anemia, pro- 
gressive emaciation, and cachexia. Finally there 
was reason to suspect an intestinal metastasis of the 
neoplasm in the form of a hard, palpable nodule in 
the hepatic flexure of the colon. There were then 
painful attacks of colic accompanied by diarrhoea. 
As there was no autopsy, histologic examination 
was limited to biopsy. The neoplastic tissue showed 
fibrosarcoma with cartilaginous islets in various 
stages of development. Two types of connective 
tissue cells were demonstrable: fusiform cells of con- 
nective tissue and cartilage cells. Hence the struc- 
ture was that of a fusocellular chondrosarcoma. 
The author gives a number of histologic illustra- 
tionsand reviews the history of this type of neoplasm. 
W. A. BRENNAN. 


Lupo, M.: Vicious Sacralization of the Fifth Lum- 
bar Vertebra, with Special Regard to Its 
Morphology in Infancy (Contributo alla cono- 
scenza del vizio di assimilazione sacrale del 5° 
metamero lombare, con speciale riguardo alla sua 
morfologia nell’ infanzia). Chir. d. organi di movi- 
mento, 1921, V, 503. 

Lupo complains that in France there is a tendency 
to ignore the work previously done by Italian in- 
vestigators with regard to the anomalies of the 
lumbar vertebrz, especially the work done by Putti, 
Serra, Bertolotti, Rossi, and Coleschi. Although 
in 1910 and 1912 Adams and Goldthwait in America 
resected the right transverse process in a case of 
sacralization of the fifth lumbar vertebra with 
sacro-iliac pain, it was Bertolotti who, in 1917, 
first described a clinical syndrome of vicious re- 
gional differentiation and classified ischiatic, lumbar, 
sciatic, ureteral, and other typical pains according 
to their origin. 

The relationship of clinical symptoms and skeletal 
anomalies has shown that from the second decade 
of life sacralization of the fifth lumbar vertebra 
may set up a painful syndrome of a character which 
varies with the morphology of the anomaly. It is 
incorrect to speak of a painful syndrome in regard 
to the phenomenon in infancy, as it is well known 
that the subjective and objective syndrome is not 
established until the complete development of the 
bone. In Lupo’s opinion, however, it would be of 
interest to make a careful search for any such mal- 
formations during the period of early extra-uterine 
development in order to confirm the beginning of 
the clinical syndrome and discover what conditions 
result from or are associated with regional hetero- 
morphism. 

The author reports eleven clinical cases of sacra- 
lization of the fifth lumbar vertebra in children 
under 16 years of age who had scoliosis, coxa vara, 
or some other deformity in addition. From 


these cases he draws the following conclusions: 

1. Sacralization of the fifth lumbar vertebra is 
not more rare in infancy than in adult life. 

2. The defect is more frequently bilateral than 
unilateral. 
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3. Inthe first and second decades it is very seldom 
accompanied by pain or nervous disturbances. 

4. It is frequently associated with congenital 
deformities of the lower limbs and pelvis, such as 
congenital hip dislocation, coxa valga, coxa vara, 
etc. 

Lupo believes that in sacralization there is a true 
and profound change in the morphology of the 
vertebra. From the vertebral body to the arches 
and the transverse processes all the elements have 
undergone a retrogressive transformation so that 
in cases of advanced sacralization the lumbar char- 
acter of the fifth vertebra no longer persists. 

The records of the Radiologic Institute at Turin 
(110 cases) show that in 72 per cent the anomaly was 
bilateral and in 28 per cent unilateral. In the earlier 
reports published unilaterality was almost con- 
stant. The preponderance of bilaterality has 
become evident only with more recent roent- 
genological research. 

As far as is known the degree of sacralization 
found in infancy indicates the degree of the fully 
developed anomaly. 

The hypothesis that sacralization is due to a faulty 
foetal position or amniotic compression is not sup- 
ported by the facts. We must admit, however, that 
some other cause acts in the embryonic period to 
modify the osteogenetic activity. Lupo believes 
that sacralization of the fifth lumbar vertebra is in 
all probability a phenomenon of a regressive type 
as its presence is normal in certain anthropomorphic 
apes. Coxa valga, which is almost always associated 
with sacralization, may also be considered a phenom- 
enon of atavism. Thus the problem appears to 
resolve itself into the question of the causes of 
atavistic regression. That such regression is con- 
nected with a pathologic cause is today admitted 
almost universally but thus cause has not yet been 
determined. W. A. BRENNAN. 


Peabody, C. W.: Secondary Foci of Tuberculosis 
in the Spine in Pott’s Disease. Ann. Surg., 1922, 
Ixxv, 95. 

Within a period of six months there came under 
the author’s observation in one clinic four cases of 
secondary foci in Pott’s disease. As this frequent 
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Heile, B.: A Review of Our Nerve Operations with 
Follow-Up Examinations (Rueckblick auf unsere 
Nervenoperationen mit Nachuntersuchungen). Beitr. 
s. klin. Chir., 1921, exxiv, 639. 

According to Stoffel, the exact apposition of indi- 
vidual nerve strands is generzlly impossible and 
if the apposition is only approximate it is without 
any very great value. This is shown by microscopic 
pictures which accompany the article; they demon- 
strate also the importance of the sympathetic fibers 
in the peripheral nerves, and prove that the inter- 
ruption of peripheral nerves by indirect inflamma- 


INTERNATIONAL ABSTRACT OF SURGERY 


incidence is at variance with the prevailing opinion, 
an exhaustive search and analysis of the records of 
the X-ray department of the Massachusetts Gen- 
eral Hospital was made. Both out-patient and ward 
cases from 1913 to date were investigated. The 
number of cases finally and definitely diagnosed as 
Pott’s disease amounted to 315. In this series there 
were thirteen cases with secondary foci in the 
spine. 

The author divides the series into two groups. 
For the cases of Group 1, those treated between 
1913 and 1918, detailed reports of the X-ray find- 
ings were lacking, only a summary being given. 
For Group 2, those treated since 1918, the records 
are complete. Group 1 included 200 cases, four 
(2 per cent) with secondary foci. Group 2 included 
112 cases, nine (8.2 per cent) with secondary foci. 
The total of Groups 1 and 2 equals 312 cases with 
thirteen (4.1 per cent) with secondary foci. 

In Peabody’s opinion the incidence of secondary 
foci in the second group is nearer the real incidence 
than that in the total number of cases and the 
highest rate given may be below the real incidence. 
His reasons are: 

1. In almost all the cases the discovery of the 
secondary foci was accidental. 

2. In a large number of the cases the plates in- 
cluded only a limited area of the spine. 

3. In the majority of the cases one focus was 
more advanced than the other and gave clinical 
evidence of its presence. It is generally the custom 
to X-ray only the part which is clinically involved. 
Hence, unless the clinician demands an extensive 
examination, only a closely adjacent lesion will be 
discovered. Therefore a routine search for further 
lesions would probably show a higher incidence of 
secondary foci. 

Peabody speculates as to the manner in which the 
process spreads—whether the lesions are separate 
hematogenous infections from a common distant 
source, whether the second lesion is caused by 
organisms thrown into the blood stream by the first 
lesion, and whether the new focus is a direct metas- 
tasis through the lymphatics. He believes there 
is evidence in favor of the third theory. 

Joun W. Powers, M.D. 


NERVOUS SYSTEM 


tory processes arising in remote wounds is more 
frequent than has been believed heretofore. 

The author has entirely abandoned internal neu- 
rolysis as it yields a very small percentage of cures 
(12 per cent). As far as possible the sutured nerve 
must be placed in healthy surroundings. Isolation 
by means of calf arteries protects the nerve for a 
certain time only, and wrapping in fascia gives 
utterly bad results. Rubber drains give the bes! 
protection to the site of suture as they have been 
found still unattacked by granulations after five 
years. 


The author’s technique is now much more simple 
than at the beginning of the war. Instead of small 
incisions, specific adaptation, internal neurolysis, 
and atypical partial resection, he now prefers large 
incisions, careful handling of the nerves, and a 
simple transverse resection. The end-results, how- 
ever, are not much better. Of 300 cases operated 
on, eighty-seven reported in 1917 immediately after 
the operation were subsequently re-examined. In a 
fourth of these cases there had been no improvement 
after thirty months, in three-fourths there was im- 
provement, and in one-fourth of the latter a com- 
plete cure. Of the cases of diastasis only one was 
cured, a case in which a defect of the sciatic nerve 
at the level of the gluteal fold, 8 cm. long, was en- 
tirely healed within two years after the gap had 
been bridged with silk threads. Therefore the au- 
thor has become convinced of the value of tendon 
transplantation in such cases. 

The most favorable results from operation were 
shown by the radial nerve, the worst by the plexus. 
In mixed nerves the restoration of the motor strands 
always took place earlier than that of the sensory. 
It was often impossible to overcome the irritation 
of sensory nerves, attributed by the author to 
neuritis, even by section of the nerve. Hence in one 
case of sciatica he resected the fifth lumbar and the 
first three sacral roots, and in another case, the second 
and third sacral roots. The results were very satis- 
factory. Kempr (Z). 


Lahey, F. H., and Clute, H. M.: Spinal Accessory 
Paralysis Following Neck Dissection. Boston 
M. & S. J., 1922, clxxxvi, 1. 


Letters were sent to 132 patients who had had a 
dissection of the neck for tuberculous lymph nodes 


CLINICAL ENTITIES — GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Renaud, A.: A Case of Primary Multiple Carci- 
nomata (Un cas de carcinomes multiples prim- 
aires). Rev. méd. de la Suisse Rom., 1921, xli, 773. 


The author reports the case of a patient 77 years 
of age who had a lesion in the skin over the left 
frontoparietal area which was clinically diagnosed 
as a rodent ulcer. Over the right temporal region 
was a vegetative growth. The ulcerated lesion had 
developed gradually during a period of five or six 
years while the other lesion had appeared in three 
or four months, directly following the application of 
bichoride of mercury paste to an area of senile 
keratosis. Histologically the rodent ulcer showed-a 
typical squamous-celled carcinoma with epithelial 
pearls, while the vegetative lesion showed a basal- 
celled carcinoma. 

The fundamental histologic and clinical differ- 
ences in these two lesions occurring in the same 
individual present a rare picture which cannot be 
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at the Boston City Hospital. Of forty-six who 
replied, twelve had paralysis of the spinal accessory 
nerves. The loss of function was most marked 
by inability to abduct the arm beyond a right 
angle with any degree of power or to elevate the 
shoulders. 

The relations of the spinal accessory nerve and 
the formation of the subtrapezius plexus are shown 
in three dissection plates. Photographs of seven 
patients are given. 

In the authors’ opinion the spinal accessory 
nerve is probably quite susceptible to the effects of 
trauma and its regenerative capacity following 
trauma is limited, particularly when the regenera- 
tion must occur while the nerve is still located in a 
field that is to be the site of considerable scar 
tissue. 

For the identification of the nerve a battery with 
electrodes should be used; the nerve should never 
be pinched. 

In conclusion the authors state that in undertak- 
ing neck operations for lesions not necessarily fatal 
the loss of function secondary to spinal accessory 
paralysis must always be considered of serious 
consequence. This complication is not always 
avoidable because it is sometimes practically im- 
possible to preserve the nerve and remove the 
disease foci, and because interruption in con- 
ductivity may follow even when the nerve has been 
preserved. 

To undertake neck dissections of the type under 
discussion the surgeon should familiarize himself 
thoroughly with the course and relation of the spinal 
accessory nerve and the second, third, fourth, and 
fifth cervical nerves, and should take great care to 
preserve them. Carv R. STEINKE, M.D. 


explained satisfactorily by any of the known theories 
regarding the development of carcinoma. 
Loyar E. Davis, M.D. 


Kuijjer, J. H.: The Surgical Treatment of Tumors 
Die operative Behandlung der Geschwuelste). 
Nederl. Tijdschr. v. Genzesk., 1921, 2466. 


The question whether a cancer should be treated 
by operation or by radiotherapy must be answered 
on the basis of its variety and location. Carcin- 
omata of the skin, lips, vulva, or penis can be cured 
by operation or by radiotherapy. For carcinoma of 
the eyelid, ala nasi, or eyebrow, radiotherapy is to 
be preferred to operation. Inoperable tumors are 
best treated by radiotherapy. Metastatic lymph 
glands should be removed surgically. Rapidly 
growing carcinomata of the skin and mucous mem- 
brane should be treated by enucleation followed by 
radiotherapy. 

Carcinoma of the tongue, the stomach, and the 
intestine demand radical removal. In cases of car- 
cinoma of the rectum, gall-bladder, pancreas, uterus, 
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and breast, removal and radiotherapy are indicated. 
Carcinoma of the breast with necrosing and infil- 
trating growth should be treated by enucleation 
followed by radiotherapy; if there are multiple neo- 
plasms, radiotherapy exclusively is indicated. Sar- 
comata are in general more difficult to operate upon 
than carcinomata and hence are treated preferably 
with the X-rays and radium; the same may be said 
of lymphogranulomata. The prognosis of melano- 
sarcoma is unfavorable in all cases. DuNCKER (Z). 


Robinson, C. A.: Notes on Twenty Cases of Ulcer of 
the Leg Treated by Electrical Methods. Arch. 
Radiol. & Electrotherapy, 1922, xxvi, 253. 


The ulcers in the cases reviewed were what would 
be called varicose ulcers without the presence of 
varicose veins. In many of the cases scarring had 
deprived the ulcer of a proper vascular supply. The 
first indication in such cases are measures to increase 
the blood flow through the tissues by relieving the 
stasis and rendering the scar tissue more vascular. 
In the cases reported the direct current was used, 
the cathode being applied to the ulcer. By its action 
in rendering the secretion more fluid, the crusts and 
scabs are removed and a free discharge of pus is 
induced; probably also the capillaries are dilated 
or contracted, diapedesis is modified, the amceboid 
movements of leucocytes are hastened, and phago- 
cytosis is increased. 

In applying the current the legs were placed in 
Schnee cells connected with a direct current supply, 
the leg with the ulcer being placed in the cell at- 
tached to the negative pole. A current of 30 
milliamperes was employed for thirty minutes. A 
large part of the current passes through the ulcer 
because of its lessened resistance, but a sufficient 
amount traverses the skin to cause a general hyper- 
emia. 

Of the twenty cases, four were definitely cured 
within two to eight weeks. Five are healing rapidly 
or were doing so when they were transferred to other 
institutions. In four cases the treatment failed. 
In the remainder the results were inconclusive as 
some had been under treatment only a few days, 
one developed an epithelioma necessitating am- 
putation, and one patient was syphilitic. If only 
cures and failures are considered, 50 per cent were 
cured. All the cases were chronic and had been 
under other treatment for years. 

O. S. Proctor, M.D. 


BLOOD 


Bull, P.: What Can More than 6,000 Postmortem 
Examinations Teach Us About Emboli and 
Embolic Gangrene of the Extremities? Acia 
chirurg. Scand., 1922, liv, 315. 

Embolus may come from: (1) a more or less 
central spot in the arterial system, especially the 
aorta, (2) the left side of the heart, (3) the pulmo- 
nary veins, (4) the right side of the heart, and (5) the 
systemic veins. The two last possibilities, however, 
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presuppose a patent foramen ovale through which 
the embolus may pass from the right atrium into the 
left and then into the general circulation, the so- 
called paradoxical embolism. 

Bull demonstrated embolism of the extremities 
fifteen times. As regards the localization of the 
emboli and gangrene these fifteen cases may he 
grouped as follows: 


With Without 
Artery Cases gangrene gangrene Doubtful 

Common and external 

External iliac and 

I I 
Hypogastric and deep 

I I 
Superficial femoral.. . 2 I I 
Femoral (?)......... I I 
Popliteal........... I I 
Subclavian and 

ae I I 


The lower extremities were attacked in fourteen 
cases, the upper extremities in only one. 

In thirteen of the fifteen cases the formation of 
thrombi in one or more of the cardiac cavities was 
demonstrated. In the two remaining cases the pri- 
mary thrombosis was formed presumably in the 
aorta. 

Among 6,140 sections, thrombosis of the aorta 
and heart was found in 243 cases, about 4 per cent 
of the total number. 

Thrombic deposits on the valves were demonstra- 
ted in seventy-three of 6,140 postmortem examina- 
tions, and almost exclusively in the left side of the 
heart and associated with acute endocarditis. 

In all the cases, embolism in one or more organs 
could be shown. In fourteen there were thirty emboli 
in other organs in addition to the embolus in the 
artery of the extremity. These were distributed as 
follows: lungs, nine; kidneys, nine; spleen, seven; 
brain, four; intestines, one. 

From this it appears that in cases of embolism in 
the extremities attention should be directed toward 
embolism in other organs, especially the lungs where 
they are present because thrombotic formations 
appear at the same time in both halves of the heart. 

Morris H. Kaun, M.D. 


BLOOD AND LYMPH VESSELS 


Neff, J. M.: Blood-Vessel Suture. Surg., Gynec. & 
Obst., 1921, Xxxiii, 657. 

The indications for blood vessel surgery are: 

1. A break in the continuity of a blood vessel due to 
an external cause such as a gunshot or stab wound, 
or to an internal cause such as a fracture, dislocation, 
or traction exerted in an attempt to reduce a dis- 
location or straighten a limb that has been in the 
flexed position for a prolonged period of time. 

2. Resection of a vessel in a surgical operation 
such as the removal of a growth involving an artery 
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Guy sutures cut 


Fig. A. The clamps are in place on the vessel and the adventitia is being drawn 
over the end of the vessel and about to be cut off by the scissors. 

Fig. B. The three guy rope sutures equidistant from each other are in place, 
having been passed through all coats of the vessel. Guy ropes 1, 2 and 3. 

Fig. C. Guy ropes 1, 2, and 3 are tied, traction is being made on them, and the 
circular circumference of the artery is converted into a triangle. 

Fig. D. The continuous silk suture has been begun at 2, and is uniting the edges, 
passing through all the coats. 

Fig. E. Traction is now being made on Guy ropes 1 and 3, twisting the vessel 
through one-third of its circumference. The same continuous suture, B, is shown pass- 
ing through all coats of the vessel. 

Fig. F. The continuous suture, B, has passed Guy rope 3, traction is being 
made on 2 and 3, after 3 has been passed beneath the vessel. Traction on 2 and 3 now 
peer the vessel through another one-third of its circumference, but in the opposite 

irection. 

Fig.G. The continuous suture around the vessel is now complete 

Fig. H. The guy ropes and continuous sutures have been cut and the end-to-end 
anastomosis is complete. 
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or vein or both or the accidental injury of a vessel 
during the course of an operation, as in the removal 
of enlarged glands or new growths from the neck, 
axilla, or groin. The femoral artery and vein have 
frequently been injured during hernia operations, 
either by passing the needle through them or 
through the deep epigastric artery at its origin. 

3. Arteriovenous anastomosis in cases of embolism 
and thrombosis of the lower extremities, Reynaud’s 
disease, senile gangrene, etc. 

Success in vascular suture demands absolute 
asepsis, the absence of tension between the united 
segments of the artery or vein, and the avoidance 
of injury to the intima. The exposed ends of the 
vessels must be kept moist with warm normal salt 
solution throughout the operation and care must be 
taken to prevent the adventitia from coming be- 
tween the injured ends of the vessel. 

The contra-indications to operation upon a blood 
vessel are: (1) sepsis, (2) any considerable degree of 
tension between the ends of the vessel, (3) a poor 
general condition of the patient rendering him un- 
able to stand the rather prolonged operation of 
vessel suture, (4) irreparable injury of the vessel, 
(5) inaccessibility of the injury making suture im- 
possible, and (6) a marked degree of arteriosclerosis. 

The author describes in detail the method of 
Carrel which he considers the best of all. This 
method is shown in the accompanying figures. 

FREDERICK CHRISTOPHER, M.D. 


SURGICAL DIAGNOSIS, PATHOLOGY, 
AND THERAPEUTICS 


Schmieden, V., and Peiper, H.: Experiences with 
the Fischer-Bruening Operative Reduction of 
the Adrenal Glands in the Treatment of Con- 
vulsions (Unsere Erfahrungen mit der operativen 
Nebennierenreduktion nach Fischer-Bruening zur 
Behandlung von Kraempfen). Arch. f. klin. Chir., 
1921, Cxviii, 845. 

The authors discuss the theory of Fischer, accord- 
ing to which the common and most important 
symptom of the etiologically different diseases to 
which the term “epilepsy ”’ is applied is an increased 
predisposition to convulsions. The convulsive 
mechanism can be incited to action through various 
points of attack. One point is the brain, and another, 
the adrenal cortex. Both are connected by the 
sympathetic nerves. 

On the basis of these facts, Bruening claims to 
have favorably influenced not only the genuine but 
also traumatic epilepsy by reduction of the adrenal 
tissue or the extirpation of one adrenal gland. In 
traumatic epilepsy this operation is indicated only 
after failure of the cerebral operation. 
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In the Frankfort clinic seven cases of epilepsy 
due to various causes (the genuine form, epilepsy 
due to foetal encephalitis or cerebral infantile 
paralysis) and in patients of various ages (from 6 to 
23 years) and of both sexes were treated by trans- 
peritoneal extirpation of the left adrenal gland. In 
the case due to cerebral infantile paralysis, that of a 
boy 14 years of age, a superficial cerebral cyst with 
thick connective tissue walls, cicatricial changes of 
the brain substance, and chronic cedema of the 
cerebral meninges was emptied in another clinic 
nine months before the extirpation of the adrenal 
gland. After these operations the authors observed 
a more or less distinct lessening or disappearance of 
the convulsions. This continued for five days to five 
weeks, but the old condition then returned. In two’ 
cases, including the case with the cerebral and 
adrenal operation, the convulsions became more 
severe in spite of the continuous administration of 
luminal. Nevertheless, the authors do not wish to 
draw from their failures conclusions against the 
operation or against Fischer’s theory as_ they 
believe that a compensatory hypertrophy of the 
remaining adrenal gland is possible. The extirpated 
adrenals, however, showed normal weight and no 
changes in the finer structure of the cortex which 
would suggest a disturbance of function. 

The postoperative changes of other organs, 
particularly of the endocrine glands, and the effects 
upon the female sexual glands are also discussed. 
The authors observed once a transient amenorrhoea 
after the operation in a case in which previously 
menstruation had been regular, and in another case 
a return of the menses after their absence for eight 
years. Ina sexually precocious 16-year-old epileptic 
there was a distinct diminution of the libido, but 
this lasted for only a few weeks. The effect of 
practical importance exerted by extirpation of the 
adrenal gland upon the pancreas was a decrease in 
the blood sugar to half. Marked differences in the 
blood pressure before and after the operation were 
not observed. 

The blood picture showed a postoperative change 
in the sense of a percentage variation in the leu- 
cocytes (for example, an increase of the polymorpho- 
nuclear neutrophiles from 9,000 to 40,000, and a 
decrease of the lymphocytes from 37 to 10 per cent). 
With regard to disturbances during the operation, 
the authors noted twice a brief arrest of breathing. 

In conclusion a case is cited in which Seiffert 
extirpated the left adrenal gland which was cystically 
distended and as large as a hen’s egg. Five months 
after the operation the patient was free from sub- 
jective symptoms during the intervals between 
attacks and the attacks themselves had become less 
frequent and less severe. Kempr (Z). 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Cannon, W. B.: Studies in Experimental Trau- 
matic Shock. IV. Evidence of a Toxic Factor 
in Wound Shock. Arch. Surg., 1922, iv, 1. 


Wound shock is characterized by a low venous 
pressure, a rapid thready pulse, a decrease in the 
blood volume, a normal or increased erythrocyte 
count and hemoglobin percentage in the peripheral 
blood, a leucocytosis, an increase in the blood nitro- 
gen, a decrease in the blood alkali, a lowered 
metabolism, a subnormal temperature, a cold skin 
which is moist with sweat, a pallid, grayish, or 
slightly cyanotic appearance, thirst, rapid respira- 
tion, and often by vomiting, restlessness, and anxiety 
changing to mental dullness and lessened sensitivity. 

The injection into the anesthetized animal of 
extremely minute amounts of histamin, a substance 
derived from the amino-acid histidin by the removal 
of carbon dioxide, causes changes resembling those 
of shock, the blood leaving the arteries and veins 
and being concentrated in capillary areas. The 
action of histamin typifies the action of the toxic 
substances derived from protein material—products 
of partial digestion, of bacterial action, and of tissue 
extraction. 

Secondary shock is a traumatic toxemia, and 
not of the nature of a nervous effect. It is charac- 
teristically observed in association with extensive 
damage of muscles or multiple wounds scattered 
over the body. Whatever favors absorption at the 
region of injury is favorable to the development of 
shock, and whatever delays or checks absorption 
from the injured region delays the development of 
shock. Suppression of the injured region, if not too 
long delayed, causes the disappearance of shock. 

The present conception seems to be that not only 
the shock following burns, but also the delayed shock 
following severe trauma is properly placed in the 
same category with other forms of general depres- 
sion of bodily function and defective circulation due 
to the setting free of toxic material in the body. 

Morris H. Kaun, M.D. 


Crile, G. W.: Studies in Exhaustion: III. Emotion. 
Arch. Surg., 1922, iv, 130. 

Intense emotion, especially fear, is one of the most 
injurious of human experiences. The fear of hunted 
animals is similar in its effect. 

Experiments were carried on with rabbits which 
for varying periods of time were threatened by 
muzzled dogs. In some instances the frightened 
animals were killed at once; in others, varying 
periods of time were allowed to elapse before they 
were killed in order that the later effects of the 
emotion might be studied; in still other cases the 
animals were subjected to daily periods of fright 
for several successive days. 

Differential Purkinje cell counts were made from 
the rabbits in each of these groups, and tests were 
made of the effect of fright on the adrenal output, 
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the hydrogen-ion concentration of the blood, and 
the basal metabolism. 

Extreme emotion caused demonstrable histologic 
lesions in the central nervous system, the liver, and 
the adrenals. The brain cells showed increased 
activity manifested by hyperchromatism followed 
by a progressive chromatolysis. In cats, fear 
caused glycosuria, albumin and casts in the urine, 
a decrease in the metabolism (after the period of 
fear), changes in the iodine content of the thyroid, 
and increased hydrogen-ion concentration of the 
blood. 

Clinically, extreme emotion raises the body 
temperature, increases the respiratory and pulse 
rate and, if sufficiently intense and prolonged, 
complete prostration which may prove 
atal. 

This research has shown that emotion drives 
the organism with extreme intensity; that, like 
trauma or exertion, it may drive it within the limits 
of normal response or so overwhelmingly as to 
suspend the normal functions and reduce the 
individual to a state of complete cold prostration. 
In other words, emotion may cause exhaustion; it 
may cause shock. 

The paper is splendidly and instructively illus- 
trated. Morris H. Kaun, M.D. 


Lee, F. C.: The Establishment of Collateral Cir- 
culation Following Ligation of the Thoracic 
Duct. Bull. Johns Hopkins Hosp., 1922, xxxiii, 21. 


After reviewing the literature on the experimental 
ligation of the thoracic duct, the author describes 
an intrathoracic method for the complete ligation 
of the duct in the cat. Apparently the integrity of 
the thoracic duct is not essential to the life of the 
animal. 

In some cases in which the ligation was absolute, 
collateral lymph circulation was established to the 
right thoracic duct, while in other cases which 
showed complete ligation, lymphaticovenous con- 
nections were found between the thoracic duct and 
the azygos vein. 

These findings, which have a bearing also on fat 
absorption as well as on the clinical aspect of in- 
juries to the thoracic duct, may be explained partly 
but not entirely by the embryology of the lymphatic 
system. SAMUEL Kaun, M.D. 


Baetzner, W.: Experimental Free Transplantation 
of Periosteum (Ueber experimentelle freie Periost- 
verpflanzung). Arch. f. klin. Chir., 1921, cxviii, 504. 


In experiments on dogs an attempt was made to 
determine whether small fragments of periosteum 
completely separated from bones and periosteum 
and transplanted into the soft parts are capable of 
forming bone. Periosteum removed from the ante- 
rior crest of the tibia was buried in a muscle belly. 
The earliest removal occurred after four weeks and 
the latest after six months. 

In the first series of experiments in which fifty- 
seven transplantations were done no bone was found 


396 


in a single case. In a large majority of the cases, 
and especially in the cases of later removal, the 
periosteum had been entirely absorbed and the 
area of implantation was indicated only by very 
slight retraction or a fine whitish scar in the mus- 
culature. 

The second series of experiments on young dogs 
consisted of sixteen transplantations. In six cases 
complete absorption occurred again. In the others, 
larger flattened inlays were found in the musculature. 
In only one case was there a pea-sized piece of bone 
and in this instance the histologic structure of the 
bone suggested that it had been transplanted with 
the periosteum. 

In view of the findings in both of these series of 
experiments it seems evident that free transplants of 
small pieces of periosteum cannot form permanent 
bone in adult or adolescent dogs. VALENTIN (Z). 


Bryant, J.: Visceral Adhesions and Bands: Normal 
Incidence. Am. J. M. Sc., 1922, clxiii, 75. 


The material on which this paper is based was 
obtained before the world war in the collection of 
the data of a much more comprehensive investi- 
gation regarding the etiology and treatment of 
chronic intestinal pathology. It consisted of a 
series of over one thousand observations in 297 
consecutive autopsies on bodies of all ages and both 
sexes, the only cases excluded being those few 
recently operated upon and those exhibiting recent 
frank peritonitis. The adhesions or bands present 
showed a most interesting uniformity as regards 
percentage frequency in both sexes, not only in the 
foetus but also in the bodies of older persons. The 
order of frequency of the seven most common ad- 
hesions is shown in a table as follows: 


Males Females 


ADHESIONS OR BANDS 
Per cent Per cent 


Gall-bladder to the duodenum and the 


25.6 24.8 
Gall-bladder to the transverse colon..... ¥7.2 9.4 
Gall-bladder to the duodenum.......... 15.5 17.9 
Appendix to the peritoneum............ 15.0 5-9 
Omentum to the ascending and the trans- 

Ascending colon to the transverse colon.. 10.6 5-9 
Duodenum to the peritoneum........... 6.9 16.3 


A consideration of the adhesions from the stand- 
point of the individual organs involved at varying 
ages and in both sexes is reserved for a later publica- 
tion. 

As a result of the study of these cases Bryant 
arrives at the following conclusions: 

1. The frequency of adhesions or bands in the 
foetus of both sexes has been greatly underestimated. 
Of a group of thirty-four foetuses of both sexes only 
5.9 per cent were free from demonstrable adhesions 
or bands. All of the eighteen male foetuses showed 
such variations from the normal. 

2. The adhesions present in the foetus are less 
varied in number and of a definitely less complex 
type than those found in later life. 
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3. The age of 40 is critical in both sexes. Up 
to this age there is practically no increase in fre- 
quency above the foetal rate of involvement for the 
different viscera. Beyond the age of 40 there is a 
sudden increase of about 50 per cent in both sexes, 
the increase being somewhat more marked in the 
female than in the male. 

4. The two adhesions or bands found most often 
in both sexes at all ages are, in the order of their 
frequency: (1) gall-bladder to the duodenum and 
the transverse colon; (2) gall-bladder to the trans- 
verse colon. It would appear therefore that these 
adhesions or bands are of congenital or develop- 
mental origin. 

5. The regions or quadrants of the abdomen 
most frequently involved by adhesions or bands in 
both sexes are, in the order of frequency of invol- 
vement, as follows: the right upper quadrant, the 
right lower quadrant, the left upper quadrant, 
and the left lower quadrant. 

E. C. RopirsHeK, M.D. 


ROENTGENOLOGY AND RADIUM THERAPY 


Edeiken, L.: An Unsuspected Dermoid Cyst Diag- 
nosed by Roentgen Examination. Am. J. Roen!- 
genol., 1922, N. Ss. ix, 15. 

This is the report of a case in which a dermoid 
cyst was discovered in the course of a roentgen 
examination for ureteral stone. A number of 
undeveloped teeth embedded in a matrix of bone 
were seen in the roentgenogram. The diagnosis 
was confirmed by operation. 

Hartunc, M.D. 


Keith, D. Y., and Keith, J. P.: Three Cases of Sar- 
coma Treated by Radiation. Am. J. Roentgenol., 
1922, N.S. ix, 31. 


Two of the three cases reported in detail were cases 
of melanosarcoma which had been operated upon 
repeatedly. Following roentgen therapy the con- 
dition in both cleared up and the patients have 
remained well and free from recurrence to date, one 
for five years and the other for two. In order to 
obtain lethal doses within the tumor, more than 
erythema doses of filtered rays were given by the 
crossfire method. After all evidences of the growth 
had disappeared prophylactic doses were given at 
intervals. 

The third case was diagnosed as sarcoma and 
regarded as inoperable. The growth, which was 
about the size of an orange, was situated in the upper 
part of the mammary gland and extended outward 
into the pectoral muscle. There was marked en- 
largement of the axillary glands. After repeated 
doses of roentgen rays producing a severe skin re- 
action the growth receded and about ten months 
after the beginning of the treatment the patient was 
completely free from enlargement in the pectoral 
muscle. At the time this article was written a 
symptomatic cure had persisted for one year. 

Hartune, M.D. 
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Van Zwaluwenburg, J. G.: The X-Ray Diagnosis 
of Accessory Sinusitis. Am. J. Roentgenol., 1922, 
n. $. ix, 8. 


In order to clear up some of the confusion relative 
to the value of the roentgen examination in inflam- 
mation of the nasal accessory sinuses, the author 
reviews the subject in general, endeavors to extend 
the application of the method by urging the adoption 
of a simpler but more comprehensive technique, 
and gives a detailed description of the findings on 
which he bases his interpretation. With regard to 
the technique he states that for accurate judgment 
the structures of the nose and all the sinuses must 
be demonstrated at a single routine examination, 
the symmetrical parts must be compared, and, 
since the confusing shadows of the structures of 
the base of the skull and the cervical spine cannot 
be obviated by any one position or projection, 
’ there must be sufficient differentiation of these 
structures to permit the recognition and separate 
evaluation of their shadows. 

The author believes these requirements are met 
by stereoscopic exposures in a sagittal projection 
with the forehead in contact with the plate changer 
and the direction of the shift cephalad. Special 
stress is laid upon the use of a very fine focus tube 
as everything depends upon the fineness of detail 
in the posterior portion of the field. 

Satisfactory plates should show clearly and in 
good stereoscopic vision the lateral processes of 
the atlas and axis and the tip of the odontoid proc- 
ess. The latter should lie in the midline and 
should not reach above the lower third of the septum 
of the nose. It is necessary to recognize clearly 
the structures of the upper nasal passages as well. 
In interpretation, greater dependence is to be 
placed upon the changes in the bony structures 
than on the hazy opacities caused by the exudates 
and the soft-tissue changes. 

Considerable space is given to a consideration of 
the pathology of sinus infection in order to cor- 
relate the roentgen findings with such changes. 
Special emphasis is laid upon structural changes 
within the nose for upon these the tendency to 
chronicity is largely dependent. The roentgen 
interpretation must include a close study of those 
structures. Bone changes in the bony septa and 
walls of the sinuses are osteoplastic or osteoporotic, 
depending upon whether the condition is frankly 
purulent or tends to the hypertrophic type or so- 
called ‘‘polypoid disease.” 

A frequent observation and one that appears to 
the author to be of first importance is the relatively 
small size of the chronically diseased sinus. This 
feature is always well marked in the juvenile cases, 
and when it is found in the adult a history of long- 
standing disease dating back to childhood may 
be elicited almost invariably. It is clearly the 
result of the inhibitory influence of the inflam- 
matory process on the normal growth and develop- 
ment of the pneumatic structures. The result is 
frequently a high degree of asymmetry. 
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Regarding the findings in acute purulent sinusitis 
the author states that the only changes that can be 
anticipated in the roentgenographic picture repre- 
sent the shadows of the cedema and exudates in the 
sinuses replacing the air usually found there. In 
exceptional cases the diffuse shadow of what is 
apparently the exudate of an acute infection is 
conspicuous and unmistakable. A negative diag- 
nosis, however, is extremely hazardous. Sometimes 
the upright position and the horizontally directed 
ray will demonstrate a horizontal fluid level in the 
antrum. Acute polypoid disease occurs infrequently 
and invariably escapes detection in the roentgen 
examination. 

The signs of chronic purulent sinus infection are 
precisely those of an osteoplastic process in the 
corresponding chambers and the contiguous por- 
tions of the nose and frontal bone. The increase in 
the density of the shadows appears to be due largely 
to the increased thickness of the walls of the sinuses. 
The contents of these chambers play little part in 
the total density. The diffuse haziness that - fills 
this region is due apparently to the thickening of 
the anterior and posterior walls rather than to the 
presence of retained secretions, except in the larger 
cavities of the maxillary sinus in which the con- 
tribution of the latter may be appreciable. 

While solitary infections occur, they are not so 
common as is commonly supposed; group infections 
are the rule. The association of the posterior 
ethmoid infections with infection of the maxillary 
sinus is so constant that its failure strongly suggests 
that the origin of the maxillary sinusitis is in some 
dental pathology. Necrosis of the bone and osteo- 
myelitis occur as an extension of the process in the 
frontal sinuses, but the rest of the bony structures 
appear to be too thin to favor such a process else- 
where. 

In the ethmoidal group the general opacity is not 
so striking because of the smaller area of bone and 
the smaller cubical capacity of the walls involved. 
The increase of density is usually easily appreciated 
by comparison with the opposite cells in comparable 
positions, and the changes which involve the middle 
turbinate confirm the diagnosis. Solitary infections 
of the ethmoids are uncommon and are most fre- 
quently found in the most posterior and external 
ethmoid cells. The frontal sinus often shows a 
considerable zone of increased density in the frontal 
bone about the cavity of the cells, and the thickening 
of the anterior wall is usually sufficient to cast an 
appreciable shadow. The main reliance for diag- 
nosis must rest on the condition of the infundibulum 
which invariably shows distinct changes. The 
infundibular walls are early thickened and the 
cavity is obscured. The irregular members of the 
anterior ethmoid-cell group which lie in immediate 
relationship to the infundibulum regularly show. 
simultaneous involvement. 

The sphenoid is readily recognized by the use of 
stereoscopic plates and when infected shows in- 
creased thickness of its walls and much added 
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general density. In exceptional cases the entire 
structure is represented by a uniform opacity in 
which differentiation between the wall and contents 
is impossible. The distinction between a sphenoi- 
ditis and an intranasal opacity due to conditions 
such as polypoid disease may be eXtremely difficult. 
The septum of the sphenoid is rarely made out 
because of its obliquity but occasionally may be 
seen. Unilateral sphenoiditis presumably occurs 
but has not been recognized by the author. An 
carly extension to the other cell appears to be the 
rule. 

The differential diagnosis must take into consid- 
cration the rare cases of failure of aeration of the 
accessory sinuses and the persistence of cancellous 
bone throughout life. The latter is seen most 
frequently in the maxillary sinus and presents a 
very confusing picture. Usually it may be recog- 
nized by the uniform distribution of its shadows, the 
smaller size of the maxillary sinus on the affected 
side, with resulting asymmetry, and the absence of 
a definite cortical layer on both sides of the rela- 
tively thin wall of the normal antrum. 

The roentgenological appearance of chronic 
polypoid disease of the accessory sinuses is in 
marked contrast to the purulent type described. 
The main features of the picture are due to the 
osteoporosis of the bony walls and the exclusion 
of air caused by the overgrowth of the mucous 
membrane. In the roentgenogram this destroys to 
a large degree all the differentiating contrasts and 
details of the normal sinus cavities. The polypoid 
process involves the cells and their cavities and 
completely fills the upper nasal passages with 
hypertrophied and polypoid mucosa, entirely 
closing the upper and middle meati. By contrast, 
the excessive width of the lower nasal fossa due to 
the atrophy of the bony and soft tissue elements 
‘ of the lower turbinates is accentuated. The result 
is a diffuse, hazy plate almost entirely lacking 
differentiation and showing only the more massive 
and conspicuous structures of the nose. The process 
varies considerably in degree in different cases, 
apparently with the chronicity of the disease. It 
is usually bilateral and symmetrical and rarely 
can one say with conviction that any one of the 
sinuses has escaped involvement. The major 
process is apparently always in the ethmoid region. 

Fundamentally, such changes in density as have 
been described with regard to the purulent and the 
polypoid types of disease represent only the struc- 
tural changes that have occurred in the bones of 
the skull. These require time for their development 
and result from infections of considerable chronicity. 
They do not regularly follow an acute sinusitis or 
repeated attacks of acute sinusitis of short duration. 
The roentgenogram of the sinus susceptible to 
recurrent attacks is quite as apt to show no appre- 
ciable changes during the free intervals. The 
changes are in the nature of scars and may be 
expected to persist after the process which induced 
them has ceased. It is therefore entirely conceivable 
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that the sinuses in question in which definite changes 
have been demonstrated are entirely free from 
infection at the time they are examined. The 
sinuses so recognized are therefore anatomically. 
if not actually, inflamed and deserve exactly the 
same consideration and treatment by the surgeon 
as those involved by a purulent process. 
Hartune, M.D. 


Pfahler, G. E.: The Treatment of Carcinoma of the 
Thyroid by the Roentgen Rays and Radium. 
Am. J. Roentgenol., 1922, n. s. ix, 20. 


The author has been unable to find in the litera- 
ture any record of cases of carcinoma of the thyroid 
treated by radiotherapy. His experiences have 
extended over a period of eleven years, and his 
results have been generally most gratifying evei 
though nearly all of the cases were regarded as 
hopeless. 

The histories of ten cases are reported in detail. 
Practically all of the patients received some benefit. 
One of them is alive and well two years after the 
treatment; two others, three years; one, four years; 
one, seven years; and one, eight years. In most of 
the cases the diagnosis was confirmed by previous 
operation and pathologic section. 

On the basis of his experience the author 
recommends the following technique: 

Three or more portals of entry should be chosen, 
according to the amount and distribution of the 
disease. A focal skin distance of 30 cm., a 9-in. 
parallel spark gap, 5 ma. of current, 6 mm. of filter, 
and an exposure of twenty minutes should be used. 
The treatments should be repeated over each 
area at intervals of a week if possible, and each 
area should be treated three times. The treatment 
should then be stopped completely for three or 
four weeks. At the end of that time each area may 
be covered again twice in a similar manner. If the 
disease localizes itself to a single nodular mass 
which ceases to respond to further treatment, it is 
entirely practical to introduce radium needles 
directly into the tumor tissue and thus bring about 
a more thorough destruction of the cancer cells 
in the deeper portions. Ten milligrams of radium 
element in the form of needles can be introduced 
into the tumor tissue approximately 1 cm. apart 
and left in place six to eight hours, or 2 cm. apart 
and left in place twelve to fifteen hours. 

The author draws the following conclusions: 

1. Every case of carcinoma of the thyroid that 
has been operated upon should be given, as soon 
as possible, at least two thorough courses of 
roentgen-ray treatment, and more if the disease has 
not been completely removed so far as the surgeon 
can recognize it. 

2. If a diagnosis of carcinoma of the thyroid 
can be made without operation there is reason- 
ably good hope of success from radiation treat- 
ment. 

3. Recurrent cases can be made to respond to 
treatment and the recurrence can be made to 
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disappear, but definite metastases in late cases are 
not apt to be controlled. 

4. Radium may be combined with roentgen-ray 
treatment to good advantage in carcinoma of the 
thyroid when the tumor has become definitely 
localized and when it ceases to respond to the 
roentgen rays. ApvotpH Hartune, M.D. 


Carman, R. D.: Benign and Malignant Gastric 
Ulcers from a Roentgenological Viewpoint. 
Am. J. Roentgenol., 1922, n.s. viii, 695. 


Although the roentgenological distinction between 
ivpical cancer and typical ulcer is manifestly not 
difficult, the roentgen-ray examination does not 
always determine the benignancy or malignancy of 
a given ulcerous lesion. Between the classic tumor 
and the classic ulcer are innumerable gradations 
according to the predominance of one or the other 
feature. The ulcerous lesions are reported by the 
roentgenologist as ulcers because the characteristic 
niche-deformity is within the wall of the stomach. 
When exposed at operation, they generally have the 
macroscopic appearance of benign ulcer, but 
microscopic examination of the tissue sometimes 
reveals cancer. 

Ulcers with microscopic evidence of cancer fall 
into two groups: (1) ulcers in which both the floor 
and the border of the lesion contain cancerous tissue 
in abundance; (2) ulcers in which cancerous tissue 
is found in the margin but not in the floor. The 
second type has given rise to an extensive literature 
on the question of the development of cancer on 
ulcer. Opinions vary from that of Hirschfield, who 
denied any relation between cancer and ulcer, to 
that of Zenker, who maintained that most cancers 
develop on ulcers. Mayo, Kuttner, Payr, Aschoff, 
and Henke all agree that in these cases a diagnosis 
of cancer is impossible from the macroscopic exami- 
nation alone and that the presence of malignan- 
cy can be definitely established or excluded only by 
microscopic examination. 

In the roentgen-ray laboratory of the Mayo 
Clinic, well-defined, ulcerous gastric lesions of the 
niche-type are reported as “ulcer” because the 
gross characteristics are those of ulcer and the 
clinicians and surgeons realize that the roent- 
genologist cannot determine whether the histologic 
picture is benign or malignant. Gastric filling 
defects with palpable tumor are reported as “‘can- 
cer’? because experience has shown that 95 per cent 
of such tumors are cancers and the empirical ele- 
ment in the diagnosis is thoroughly comprehended 
by all concerned. 

Some ulcerating cancers have gross characteristics 
of both cancer and ulcer. When a cancer has under- 
gone deep ulcerous excavation and the ulcer is sur- 
rounded by a wall-like overhanging margin, fluoro- 
scopic examination with palpation may reveal 
peculiarities recently described by the author and 
considered by him to be pathognomonic (Fig. 1). 

If such a lesion is on the posterior wall near the 
lesser curvature or on the vertical portion of the 
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The demonstration of the lesion by palpation 


Fig. 1. 
during roentgenoscopy. 


lesser curvature, approximation of the stomach 
walls by palpation causes the crater of the ulcer to 
appear as a dark shadow ‘resembling a meniscus as 
seen in profile (Fig. 2). Its convexity is directed 
outward toward the gastric wall, and its concavity 
toward the gastric lumen. When the ulcer saddles 
the lesser curvature of a fishhook stomach distal 
to the incisura angularis the floor of the ulcer bends 
with the lesser curvature and its concavity is directed 
outward. If the ulcer is high in the stomach on the 
posterior wall, well away from the curvature, 
thinning of the barium by manual pressure reveals 
the crater as a rounded dense shadow encircled by a 
lighter zone, but no crescent is seen as in the edge- 
wise view (Fig. 3). When the patient is turned to 
the lateral view and the stomach is palpated the 
meniscus-like appearance of the crater may some- 
times be obtained. Modifications of this sign may 
result from variations of the pathologic condition or 
the situation of the lesion. The manner of palpa- 
tion and the degree of pressure exercised also affect 
the outline of the visualized crater so that it may 
appear rectangular or biconcave. The visualized 
crater in this type of ulcer differs from the classic 
niche-type ulcer in three particulars: (1) the crater 
is not within the wall of the stomach and therefore 
does not project from the visualized gastric lumen; 
(2) in profile the crater appears as a meniscus; 
and (3) it tends to retain its barium content dur- 
ing the palpatory manceuvres and is not easily 
emptied. 
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Fig. 2. The meniscus-like appearance of the crater seen in profile. 
posterior wall near the lesser curvature. 
Fig. 3. Ulcerating cancer of the posterior wall. 


on palpation at roentgenoscopy. 
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(Benign and Malignant Gastric Ulcers from a Roentgenological V iewpoint—Carman.) 


The niche type of ulcer produces virtually the 
same roentgenological manifestations whether it is 
benign or malignant. When the niche representing 
the crater is 2.5 cm. or more in diameter, cancer is 
usually found in the ulcer on microscopic examina- 
tion. Perforating ulcers producing an accessory 
pocket, however large they may be, are seldom 
malignant. 

Cancers not mechanically obstructive are com- 
monly associated with achylia and a gaping pylorus, 
while benign ulcers, even though distant from the 
pylorus, are apt to be accompanied by hyperacidity, 
spasticity of the pylorus, and six-hour retention. 
Such findings are not constant and only slight 
weight can be attached to them. 

Alterations of peristalsis are of trifling differential 
significance; a gross malignant ulcer is oftener 
associated with anacidity and peristaltic sluggish- 
ness, and a simple ulcer with hyperacidity and 
peristaltic vigor, but the reverse also may be true. 

G. H. Jackson, Jr., M.D. 


Case, J. T.: A Review of Three Years’ Work and 
Articles on Pneumoperitoneum. Am. J. Roent- 
genol., 1922, n.s. viii, 714. 

In an effort to sum up the present status of 
artificial pneumoperitoneum as a diagnostic aid 
the author gathered data from every available 
American source, including information obtained 
from circular letters of inquiry sent to 223 roent- 
genologists. The dangers, inconveniences, and 
contra-indications of the method as well as its field 
of usefulness were considered, and special inquiry 
was made concerning the safety of this measure as 


an office diagnostic procedure. There seemed to 
be general agreement that the method must be 
pursued with due regard to the necessities of an 
aseptic surgical operation, excluding from the 
examination such cardiac or respiratory cases as 
would ordinarily be considered poor surgical risks; 
that the gas used should be carbon dioxide or a 
mixture of carbon dioxide and oxygen; that the 
amount of gas introduced should be. carefully 
estimated; that the injection should be done slowly, 
while the patient is carefully observed for signs of 
untoward effect. 

Among the inconveniences encountered, distress, 
either real or psychic, or anxiety on the part of the 
patient occupied a prominent place. Pain, nausea, 
vomiting, dyspnoea, or profuse sweating were ex- 
perienced by many patients, either singly or in 
combination, and none of the patients thus exam- 
ined recalled the experience as pleasant. The dis- 
comfort was very much more marked when massive 
inflation was used than when only small amounts 
of gas were introduced. The method is time- 
consuming and the cause of considerable incon- 
venience in the roentgen laboratory. Aside from 
the distress, some of the inconveniences enumerated 
were due seemingly to errors in technique which 
might have been avoided. Thus, the production 
of an interstitial emphysema or sudden overdis- 
tention can be obviated, and persistent overdis- 
tention may be relieved by deflation or by the use 
of carbon dioxide in place of oxygen. 

Dangers which have been enumerated include 
the following: intestinal puncture; puncture of an 
omental or mesenteric blood vessel; puncture of a 
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dilated ureter, the bladder, or some other abdominal 
viscus; peritonitis; air embolism; superficial em- 
physema; rupture of malignant adhesions; and 
precipitation of cardiac failure through over- 
distention of the abdomen. Detailed accounts of 
instances of each of these are given. 

Four deaths directly associated with pneumo- 
peritoneum have come to the author’s notice. One 
was due to the introduction of oxygen into the 
spleen, and another to peritonitis. In the two other 
cases there was some difference of opinion as to the 
exact cause, though both deaths were undeniably 
associated with an attempt to examine by the 
pneumoperitoneum method. Particulars relative to 
all four of these cases are included. 

The reported fatalities incontestably mark the 
procedure of artificial pneumoperitoneum as one 
which should be performed only in an institution 
fully equipped for surgical operations and emer- 
gencies, and by men ready to assume at once the 
responsibility of dealing with such emergencies if 
they arise. Undoubtedly some of the accidents 
reported were the result of errors in technique; yet 
those errors occurred in some of the foremost 
medical and surgical clinics of the world, in the 
hands of men recognized as able to avoid such errors 
if indeed it is possible always to avoid them. It 
may therefore be assumed that such errors are apt 
to recur from time to time in spite of all foresight 
and precaution. 

As regards the indications for the use of pneumo- 
peritoneum, Case states that, generally speaking, 
it is applicable in a selected class of cases of obscure 
abdominal or retroperitoneal conditions in which 
the careful use of all other clinical means has failed to 
elucidate the problem with any degree of satisfac- 
tion and where an exploratory operation does not 
seem preferable. Such conditions relate especially 
to lesions of the diaphragm other than subphrenic 
abscess, and obscure retroperitoneal lesions. Cer- 
tain lesions of the kidney and their differentiation 
from paravertebral masses are especially well 
illuminated by this method, but the opinion is 
frequently offered that where the method has been 
used in urological work it has only occasionally add- 
ed to the data already secured by other roentgenolog- 
ical or urological diagnostic means. The perfecting 
of the Potter-Bucky diaphragm has been one of the 
most important factors in still further narrowing the 
field of usefulness of pneumoperitoneum, as good 
roentgenograms made with the Potter-Bucky 
diaphragm show a wealth of detail surpassed only 
by plates made after gas inflation of the abdomen. 
Many laboratories have adopted the plan of trying 
the Potter-Bucky diaphragm technique before 
resorting to pneumoperitoneum. The result has 
been that frequently the latter is not needed. 

_ Abdominal ascites presents the least contested 
indication for the introduction of gas, which is 
easily and safely carried out in this type of case. 
The method is probably next most useful to the 
gynecologist, especially when minimal amounts of 
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gas are introduced by transuterine insufflation. 
Adhesions of the intestines to the abdominal wall 
are sometimes most strikingly demonstrated by 
pneumoperitoneum. Hartune, M.D. 


Mallet, L., and Coliez, R.: The Value of Pneumo- 
peritoneum in X-Ray Diagnosis (Le pneumo- 
péritoine en radio-diagnostic). Bull. et mém Soc. 
de chir. de Par., 1921, xlvii, 1371. 


This report is based on a study of 144 cases. The 
authors do not inject the gas under pressure directly 
into the abdominal cavity but use a method similar 
to that of Forlanini for artificial pneumothorax and 
the apparatus and trocar devised by Kuss. The 
site of choice for the puncture is in the left side of 
the great rectus muscle, slightly above and to the 
left of the umbilicus and the left iliac fossa, the 
patient being in right lateral decubitus. The punc- 
ture of the skin is made very obliquely, while that 
of the transverse fascia to the peritoneum is vertical. 
Ten cubic centimeters of water are first injected 
and then 2 liters of oxygen or carbon dioxide or a 
mixture of both. The authors prefer the mixture 
because it is absorbed more slowly. The patient is 
examined in dorsal, abdominal, and right lateral 
decubitus and in any other position that may be 
necessary. The kidneys and liver are excellently 
outlined; the gall-bladder is visible in about half 
the cases; the spleen can be seen clearly in ventral 
decubitus and by rotating the patient. ‘For the 
examination of the pelvic organs the patient is put 
in the Trendelenburg or genupectoral position 
in order to free the pelvis from the intestines. In 
none of the 144 cases reviewed was there any acci- 
dent. 

In discussing this report Proust stated that in 
view of the fact that deaths have occurred after 
pneumoperitoneum, the method should be used 
only when the patient can remain in bed for twenty- 
four hours after the injection. It is contra-indicated 
in the cases of cachectic and anemic patients and 
those with cardiac weakness, respiratory complica- 
tions, acute salpingitis, appendicitis, or any other 
pathologic condition of the abdominal organs. 

W. A. BRENNAN. 


Newcomet, W. S.: The Superficial Reaction of 
Radium as a Guide to Dosage. Am. J. Roent- 
genol., 1922, N. S. ix, 34. 


The effects of radium upon the tissues depend 
upon the following conditions: (1) the amount of 
radium element or its equivalent that is used, (2) 
the distribution of the radiating material, (3) the 
time of application, its duration, and the intervals 
at which treatment is given, (4) the distance of the 
radium from the part treated, and (5) the type of 
container, filters, etc., employed. 

Any modification of these factors will produce 
entirely different results. The same number of 
milligram-hours applied under similar conditions 
does not produce the same reaction if some of the 
factors mentioned are different. 
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The character of the tissue must always be 
considered, especially when the parts have been 
subjected to previous irritation from other causes. 
In some cases a late reaction and ulceration have 
been caused by the application of an irritant such 
as iodine, mustard, and excessive heat after radiation. 
Due regard must be given also to the character of 
the tissues in the very old and very young. The 
opinion seems to prevail that it is safe to make a 
second application after the lapse of three weeks, 
but in the light of very late reactions that have 
occurred in certain cases, it is difficult to come to a 
definite conclusion. In the folds of the axilla and 
groin the reaction is greater, possibly because of 
the mechanical irritation of sweating, rubbing, or 
chafing. 

The foregoing deductions apply to normal 
structures in which more or less uniform results 
are produced though there is some variation in the 
degree of their resistance. In pathologic structures 
the variation is far wider. The dosage factor must 
be worked out upon clinical lines rather than in the 
laboratory. 

In conclusion the author emphasizes the impor- 
tance of including in the reports of cases the details 
as to the amount of radium used; its distribution; 
the time of application and, if the treatment is 
repeated, the length of the intervals; the filters; 
and distance of the radium from the affected part. 
If the radium is implanted, the exact method, the 
amount used, its distribution, the reaction observed, 
the relation of the diseased to healthy parts, and 
the results obtained should be reported. 

Hartunc, M.D. 


Viol, C. H.: A Comparison of Radiation Dosages 
Attainable by the Use of Radium on and within 
Tumors. Am. J. Roentgenol., 1922, n. s. ix, 56. 


The immediate problem in the radiotherapeutic 
treatment of a localized malignant growth is to 
secure an adequate or lethal dose of rays in the 
most outlying cells as failure to accomplish this 
leaves the patient in much the same predicament 
as that which results when the surgeon cannot 
excise all of the malignancy. 

If absorption is not taken into consideration, the 
intensity of the rays from a small source varies 
inversely as the square of the distance from the 
source. Since gamma rays of radium are so pene- 
trating that the decrease in their intensity due to 
absorption in the tissues is markedly offset by the 
effect of scattered and secondary rays in the tissues, 
it is not necessary to consider absorption. If the 
distance from the radium to the most outlying cells 
is set as 1, then the intensity of the rays on those 


cells is ae 1. If by insertion of the radium into 


the tumor mass the distance between the radium 
and the most outlying cells is reduced to one-half, 
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It follows then that with the same amount of 
radium inserted for the same length of time the 
ray dose applied to the most outlying cells will be 
increased fourfold. 

It is the utilization of this principle by multi- 
plying the number of points from which the rays 
emerge that makes it possible to obtain almost 
homogeneous radiation and to secure the most 
intense effects of the radiation within the tumor, 
thereby avoiding the great waste of rays that 
results when external crossfire is used and pre- 
venting the possible undesirable effects of these 
wasted rays in normal tissues adjacent to the 
neoplasm. 

The future developments in radium technique 
which promise most are those which will place the 
radio-active substance throughout the mass of 
neoplastic tissues. It is only in this manner that 
malignant growths such as cancer of the bladder, pros- 
tate, stomach, etc., whose the prognosis is today far 
from favorable, can be controlled by radiotherapy 
combined with other suitable methods. 

Hartunc, M.D.) 


Loucks, R. E.: Pathological Classification of Thy- 
roid Gland Diseases with Radium Treatment 
in Toxic Goiter. Am. J. Roentgenol., 1922, n. s. 
viii, 755. 

Thyroid diseases are classified under three heads: 
(1) inflammations, (2) tumors, and (3) dystrophies. 
Each of these has subgroups. Plummer’s classifica- 
tion of hypothyroidism and hyperthyroidism is 
given. The author discusses only the treatment of 
the toxic or active types in forms of toxic adenomata 
and exophthalmic goiter. 

The toxic adenoma is characterized by a chain of 
symptoms gradually increasing for a period of years 
after the enlargement of the thyroid gland. 

The exophthalmic type generally runs a typical 
course. Mild toxic symptoms gradually increase for 
about eight months to a crisis with or without en- 
largement of the gland. This first explosion is 
usually followed by improvement until the end of 
the second year, when the second crisis comes. From 
the second crisis the patient may alternately fail 
and improve or fail rapidly with cardiac and general 
degeneration. 

The thyroid is the regulator of metabolism and 
its functioning is well indicated by the metabolic 
rate. McCaskey is quoted as stating that in 90 per cent 
of all cases showing an increase in the metabolic rate 
there is hyperthyroidism proportionate to the in- 
crease. 

The exophthalmic type causes an early slight 
increase in the blood pressure which is followed by a 
fall after the first crisis and then by another increase 
which is maintained. 

There are many theories as to the etiology. One 
attributes it to the effect of conditions in goiter 
regions such as Michigan, Minnesota and Switzer- 
land. Another ascribes it to infections precipitated 
by violent emotions. Disturbances of abdominal 
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viscera, and disturbances of the endocrines at pu- 
berty, pregnancy, and the menopause have also been 
suggested as causes. 

In discussing the symptoms Loucks states that 

hyperthyroidism is suggested by a florid blotchy 
skin, tachycardia which is not dependent upon an 
organic cardiac lesion, sweating palms, longitudinal 
striae of the nails, and pain over the sternoclavicular 
joints. 
; Symptoms of a poor prognosis are: (1) bulging of 
the eyes which has been present for two years or 
more, (2) a pale muddy complexion and cedema of 
the extremities, (3) an irregular pulse rate of 140, 
(4) a high blood pressure, (5) emaciation with rapid 
loss of weight, (6) a strong apex impulse with pulsa- 
tion of the intercostal muscles over the heart, (7) 
increased cardiac impulse with accentuation of the 
second sound or both sounds, (8) an apex rate of 
180 and a pulse rate of 120, (9) urinary symptoms 
characteristic of failing heart action and a high met- 
abolic rate, (10) persistent diarrhoea, (11) cerebral 
symptoms and acidosis, and (12) a positive Wasser- 
mann reaction. 

Treatment should be begun by cleansing the 
bowels with a saline cathartic, rest in bed, a non- 
protein diet, an ice bag over the gland and precordia, 
alkaline medication, alkaline baths, and medication 
in the form of bromides, ergot, or sodium cacodylate. 
If two weeks of such treatment does not overcome 
the toxemia, X-ray treatment, surgery, or radium 
treatment is indicated. 

After careful consideration the author has come 
to the conclusion that the method of choice is the 
use of radium following the employment of the 
general methods mentioned for two weeks if neces- 
sary. 

At least 100 mg. should be used in four tubes 
screened with 1 mm. of brass and 1 mm. of rubber 
at a distance of 2 cm. from the skin. Two or three 
— should be irradiated from eight to ten hours 
each. 

Loucks then gives in detail the histories of five 
cases treated in the manner described. 

The results of radium treatment are summarized 
as follows: 

1. In the absence of permanent heart and kidney 
lesions, a high blood pressure was lowered. 

2. The blood pressure was raised when compensa- 
tion was re-established. 

3. A metabolic rate of about 80 was lowered dur- 
ing the first two weeks, raised during the third and 
fourth, then gradually decreased during the next 
few months. 

4. A metabolic rate above 100 in cases of broken 
— was gradually lowered after the third 
week. 

5. In many very active cases the metabolic rate 
was normal after three months. 

6. The metabolic rate is a standard of toxic 
activity and its measurement indicates further treat- 
ment, verifies clinical findings, and proves the results 
of treatment. A. J. Larkin, M.D. 


403 


Hanford, C. W.: Radium Technique in Treating 
Cancer of the Esophagus: Preliminary Report. 
J. Am. M. Ass., 1922, Ixxviii, 10. 

Except in the use of the fluoroscope, we are work- 
ing in the dark in the treatment of carcinoma of the 
cesophagus. The thickness of the growth and its 
extent along the lumen of the cesophagus cannot be 
determined. Data obtained from the few autopsies 
constitute the basis of the treatment of the case at 
hand. Diseased areas are 1 to 2 in. in length. One 
portion of the wall is thick and will stand radiation 
which would have an unfavorable effect on thin por- 
tions of the growth. The determination of the dos- 
age is difficult. The giving of small doses when per- 
foration is feared has the disadvantage that a 
favorable effect is exerted on only the nearby tissue 
while a stimulating effect may be exerted on the 
more distant cells of the growth. The minimal dose 
given must be sufficient to have a lethal effect on 
the most distant cells. 

The author states that he is obtaining fair results 
in these cases with the aid of the fluoroscope, dilators, 
cesophagoscope, and radium as a definite anticancer 
agent. While many cases of this kind cannot be 
cured, the canal can be kept open and gastrostomy 
can be made unnecessary by dilatation and the 
judicious application of radium. 

The five requisites for efficient oesophagus appli- 
cation as given by Mills and Kimbrough are as 
follows: 

1. Knowledge of the location, extent, and pecu- 
liarities of the tumor, and of the location, extent, and 
direction of the stricture. 

2. Means by which the cancer stricture can be 
canalized harmlessly. 

3. Means by which the radium can be maintained 
in position. 

4. Means by which the applicator can be observed 
frequently while in position. 

5. Careful selection of dosage intervals, etc. 

Methods employed in determining the location of 
malignancy in the oesophagus are: (1) the use of 
the fluoroscope after the ingestion of barium or 
bismuth, (2) sounding with olivary bougies, and (3) 
cesophagoscopy (used chiefly to secure tissue for 
examination). 

To locate the stricture a roentgenogram is made 
after the ingestion of bismuth. With the patient 
before the fluoroscope the olivary bougie is passed 
on spiral wire and when the stricture is réached the 
site of the incisors on the wire is marked with 
adhesive. The wire is then removed and used to 
measure the radium carrier. It is supposed that the 
malignancy extends below the point of stricture. 
The author justifies the possible attack on normal 
tissue on the ground that such tissue will recover. 

If the olivary bougie will pass the stricture the 
radium carrier also will pass it. More often, however, 
the stricture will not admit the olivary bougie or 


_radium carrier. In such cases recourse is had to the 


method popularized by Sippy. A silk cord (silk 
twist Letter D) is swallowed by the patient and after 
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it has become anchored in the bowel it is used as a 
director for a wire three feet long and having a 
solid tip. The cord passes through an aperture in 
the tip and with the cord kept taut the tip is usually 
passed through the stricture easily. Graduated 
olivary bougies can be attached serially to the wire 
and passed until the dilatation is sufficient to admit 
the radium carrier. A detailed description of the 
technique and illustrations of this procedure and an 
illustration and description of the radium carrier are 
given. The author states that the silk cord, which 
is the only connection with the radium, is much less 
objectionable than wire to hold the applicator in 
place. To assure the proper location of the carrier 
during the application a roentgenogram should be 
made immediately after the application and again in 
six hours. 

Dosage is empirical. The author has selected 50 
mg. for eight to ten hours. If the lesion is longer 
than the applicator the radium is placed at the 
deepest portion in the first period of eight hours and 
then withdrawn its full length until the entire lesion 
_ is irradiated. The radium is screened with 1 mm. 

of brass and 1 mm. of rubber. The treatment is not 
fully satisfactory but improves the prognosis. 

Of fifteen cases four are seemingly cured. All 
patients treated by the author were benefited. 
Dysphagia was relieved and freedom from pain was 
secured for some time. Second treatments were not 
so successful as first treatments. Excluding the four 
cases believed to be cured, five went one year with- 
out recurrence. In one there has been no recurrence 
for one and a half years. These five are still under 
treatment. The most encouraging feature is the 
relief of the dysphagia. 

The second treatment is given from three to four 

‘weeks after the first. A. J. Larkin, M.D. 


Stacy, L. J.: The Treatment of Primary Carcinoma 
of the Vagina with Radium. Am. J. Roentgenol., 
1922, n. S. ix, 48. 

Primary carcinoma of the vagina is comparatively 
rare and reports of cases treated with radium are 
few, only three having been found by the author in 
the American literature. The course of the disease 
is very rapid; glandular involvement occurs early 
because of the free lymphatic supply of the vaginal 
mucous membrane. Surgical treatment has been 
disappointing and the cure of the local growth by 
means of radium is frequently followed by glandular 
involvement. 

Of the twenty-one patients with primary carci- 
noma of the vagina treated at the Mayo Clinic 
from July, 1915, to January, 1921, information 
concerning fourteen has been obtained recently in 
answer to questionnaires. Seven of the fourteen 
are living: 1 three years and nine months, 1 two 
years and nine months, 1 two years and one month, 
I one year and two months, 2 six months, and 
1 five months since the treatment. Of those who 
died, 1 died two years and four months, 1 one 
year and three months, 1 one year, 2 eleven 
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months, and 2 seven months after the treatment. 
Summaries of the histories of the fourteen cases 
are given. 

All the patients in this group were given roentgen 
treatments over the abdomen and back in conjunc- 
tion with the local applications of radium. As the 
technique of radium treatment improves, the results 
will improve, particularly in the recent cases in 
which the emanation needles are buried in the 
growth or much larger doses of radium salt are 
employed. The increasing efficiency of the roentgen 
treatment is also an important factor. In the cases 
cited the local condition has been  controlle« 
comparatively successfully, but extension into the 
glands has not been prevented. 

The author’s conclusions are summarized as 
follows: 

Radium and roentgen treatments offer better 
chances for cure than surgery, and as the technique 
improves a larger number of permanent cures 
should be effected. 

Better results are obtained and there is less 
danger of the formation of fistula if the initia! 
treatment with radium is heavy and not repeated 
but the roentgen treatment of the abdomen and 
back is continued. Hartune, M.D. 
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Courts May Order More Than One Physical Exam- 
ination. City of Valparaiso vs. Kinney (Ind.), 131 
N.E. R., p. 237. 


The Appellate Court of Indiana, in reversing a 
judgment for $2,500 damages obtained by the plain- 
tiff, Kinney, for alleged permanent injuries to her left 
arm, elbow, and shoulder, held that there was an 
abuse of discretion in the trial court’s refusal to order 
a second physical examination of the plaintiff by a 
physician or physicians to be appointed by the court. 
The court stated that the only physical examination 
that had been made theretofore under an order of 
the court was had about eleven months after the 
plaintiff had received her injuries and nineteen 
months before the trial of the cause. The injuries 
were of such a character that in the course of time 
they would probably improve spontaneously, even 
though a substantial cure might not be effected. 
Under such circumstances it must be evident that 
knowledge of the plaintiff’s condition at the time of 
the trial, which occurred about two and one-half 
years after the injuries were received, would have 
been very helpful to the court or jury trying the 
cause. 

It is well settled in Indiana that a motion to re- 
quire a plaintiff to submit to a physical examination 
in actions of this kind is addressed to the sound 
discretion of the trial court, and that the exercise of 
such discretion is reviewable on appeal and correct- 
able in case of abuse; and it is clear to the appellate 
court that courts have authority to order more than 
one physical examination of a plaintiff in an action 
for damages for personal injuries. It is apparent that 
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under certain circumstances a single physical exam- 
ination may not, and possibly cannot, enable the 
courts to obtain, as nearly as possible, the exact and 
full truth concerning the matters in controversy. 
When such circumstances exist, the reasons which 
lead courts to assume authority to order physical 
examinations in the first instance afford ample jus- 
tification for a further exercise of authority in that 
regard. J. A. CASTAGNINO. 


Liability for Burns from Fluoroscopic Exposures— 
Care Required. Evans vs. Clapp et al. (Mo.), 231 
S.W.R., p. 79. 

The Kansas City, Missouri, Court of Appeals 
allirmed a judgment for $5,000 damages for the 
plaintiff against the defendants, a physician and a 
hospital company, for alleged malpractice in the use 
of a fluoroscope which resulted in a burn. The 
plaintiff claimed that twenty exposures were made 
within eight days, while the physician insisted there 
were only eight exposures. The plaintiff had gone 
to him to ascertain the cause of headaches from 
which she suffered, and on the first examination 
with the fluoroscope he found the cause a ptotic or 
low-lying stomach. As the roentgen rays were not 
applied in this case for treatment, but merely to 
ascertain the cause of the headaches, which was 


disclosed at the first examination, there was no 
reason to assume that an honest mistake had been 
made in the careful application of treatment. On 
the contrary, as the roentgen ray revealed the con- 
dition at once, the many other exposures were not 
made in the interests of the patient. 

The rules governing the duty and liability of phy- 
sicians and surgeons in the performance of profes- 
sional services are applicable to them in the use and 
manipulation of a roentgen-ray machine. In employ- 
ing this dangerous agency they must use such reason- 
able and ordinary care, skill, and diligence as is or- 
dinarily possessed by others in the same line of prac- 
tice and work in similar localities. It would seem, 
however, that the ordinary care required in the use 
of the roentgen ray would not be subject to quite 
the same distinction that is usually made between 
ordinary medical practice in a rural and in a city 
community, as the standard of care in the use of 
roentgen-ray machines must be derived from among 
the users thereof, and the term “similar localities” 
must, in this connection, have a somewhat general 
and relative meaning so as to include other users of 
such machines who possess the ordinary proficiency 
in, and acquaintanceship with, the use of that 
agency which obtains in similar localities or in the 
same section of the country. J. A. CasTacnino, 
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UTERUS 


Mathes, P.: Questions Concerning Prolapse and 
Retroflexion (Prolaps- und Retroflexionsfragen). 
Zentralbl. f. Gynaek., 1921, xlv, 1429. 

In the origin of prolapse in women who have 
borne children the most important factor is the 
bladder which, after the injuries caused by birth 
to the birth canal, favors prolapse by pressing on the 
surrounding parts. Prolapse in a virgin finds its 
explanation in the presence of an abnormally deep 
cul-de-sac of Douglas into which the intestinal 
loops thrust themselves, forcing the uterus before 
them and out of the pelvis. The deep cul-de-sac of 
Douglas is due to an arrest in development, a con- 
genital variant which is associated with other signs 
of defective or arrested growth. 

From these observations it is clear that operative 
methods to correct the supports of the uterus or to 
strengthen the buttress of the bladder are inade- 
quate. Accordingly Mathes tried to prevent the 
sinking of the bladder by stitching the horns of the 
uterus to the periosteum of the pubic bone laterally 
from the vesical pillars. The result was not un- 
favorable, but the procedure presents technical 
difficulties. He now advocates a combination of 
interposition of the uterus with the Goebell-Stoeckel 
plastic operation on the pyramidalis muscle, proceed- 
ing from the standpoint that ‘‘it is hardly possible 
to conceive of a better anchoring of the neck of the 
bladder, the portion most in danger of prolapse, 
than by loops of muscle and fascia.” 

Three cases were operated upon in this manner 
successfully. Mathes’ opinion as to the importance 
of a deep cul-de-sac of Douglas in cases of prolapse 
led him to use surgical means to lessen its size. By 
a purse-string suture which included the peritoneum 
and the posterior wall of the neck he effected its 
entire obliteration and opposed effective resistance 
to the pressure of the intestines. 

For cases of uncomplicated retroflexion of the 
uterus, artificial obliteration of the cul-de-sac of 
Douglas with fixation of the uterus by the Baldy- 
Franke method is an appropriate procedure. 
Among less difficult methods, which are also reason- 
ably certain in their results, is the median colpor- 
raphy of Le Fort-Neugebauer in which the anterior 
and posterior walls of the vagina are freshened and 
stitched together, the vaginal walls thus being 
prevented from sliding upon each other. The 
freshening must extend no further than to the 
lower third of the vagina; the freshened wall is 
then used for perineoplasty. All of the cases 
operated on by the Le Fort-Neugebauer method 
(40 per cent of those treated during the last two 
years) have remained free from recurrence. 


Preliminary treatment is of the utmost im- 
portance for the successful outcome of any oper:- 
tion for prolapse. All ulcers due to pressure musi 
be healed and it is advisable also to render tiie 
cervix and corpus as aseptic as possible by the usc 
of disinfectant washes. LIEGNER (Z). 


Garcia de la Serrana, M. J.: A New Procedure for 
Fixation of the Uterus (Ein neues Verfahren fucr 
die Uterusfixation). Zentralbl. f. Gynaek., 1921, 
xlv, 1283. 


The method of fixing the uterus which has been 
worked out by the author stands, as he expresses 
it, ‘on its own feet.”” Provided the prolapse of the 
anterior and posterior vaginal walls is not too pro- 
nounced and the perineum still forms a fairly good 
support, supplementary operations on the vagina 
and perineum are unnecessary. Relapses, the author 
believes, are almost impossible after this procedure. 

An 8-in. laparotomy incision is made upward 
from the symphysis. The subcutaneous cellular 
tissue is separated from the fascia for a distance of 
4 cm., and the fascia, muscle, and peritoneum are 
pierced laterally 3 cm. above the pubic bone with « 
pointed wire. The wire is then drawn under the 
round ligament and tube, through the broad liga- 
ment and the posterior half of the uterus without 
touching the lumen, and out on the other side, the 
abdominal walls then being pierced from within 
outward. The abdomen is closed by layers of sutures 
and the wire twisted above the fascia so that the 
uterus is held firmly against the anterior wall in a 
somewhat elevated position and in anteflexion. As 
the abdominal pressure then no longer operates on 
the retroflexed uterus, pressing like a wedge on the 
vagina, vaginoperineal operations are generally un- 
necessary. 

The laparotomy incision is made under local 
anesthesia, but narcosis is necessary when the uterus 
is brought forward. Four cases have been treated by 
this method, two of them a year and a half ago. In 
the cases of multipare the tube was ligated to 
produce sterility if this was desired. The author 
does not know whether the bearing of children will! 
again be possible in these cases but states that if 
pregnancy should occur the wire could be removed 
in the second or third month by a small incision. 

KuLENKAMPrFF (Z). 


Bonney, V.: The Radical Abdominal Operation for 
Carcinoma of the Cervix: Results of 100 Cases. 
Brit. M. J., 1921, ii, 1103. 

The author compares the results of 100 cases 
previously reported by him and Berkeley with his 
own series of 100 cases on the basis of five years of 
freedom from recurrence. 
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The operation performed for carcinoma of the 
cervix was the most thorough possible, consisting 
in the removal of the uterus and its appendages, the 
upper half or two-thirds of the vagina, and the 
parametric and paravaginal tissues out to the pelvic 
side walls and down to the levator ani and the glands 
in the obturator fosse and along the iliac vessels. 

The results are tabulated as follows: 


Author’s Joint 
series series 


Died of recurrent growth................. 33 32 
Died of other disease..................06. 3 2 
Well alter five years... 4o 39 

100 100 


A comparison based on involvement of the 
regional glands is given in the following table: 


Glands Glands not 

carcinomatous. carcinomatous. 

Author’s Joint Author’s Joint 

series series series series 
Died of operation....... 9 9 II II 
Died of recurrent growth 17 16 17 16 
Died of other disease.... 1 I 2 I 
Well five or more years... 9 7 31 32 


The deaths from recurrence occurred in thirty- 
three cases as follows: 


Author’s Joint 


cases cases 
Within 2 years.......... 15 15 
Between 2 and 3 years................00. 12 10 
Between 3 and 4 3 I 
Between 4 and 5 years................-0 3 6 


Forty of the patients remained well after five 
years. 

The series of 100 cases reviewed in this article 
were selected from 160 consecutive cases presented 
for treatment. In 1,000 cases of carcinoma of the 
cervix not operated upon, the average length of life 
from the onset of symptoms was one year and nine 
months. 

As the operation described is of great technical 
difficulty, the results obtained show a gradual 
decrease in the mortality from 20 per cent in the 
first 100 cases to 6 per cent in the last fifty cases. 

I. E. M.D. 


Rawls, R. M.: The End-Results of Amputation of 
the Cervix and Trachelorrhaphy. Am. J. Obst. 
& Gynec., 1922, iii, 1. 

The author’s plan of study was to classify and 
tabulate the immediate and end-results of 693 cases 
from hospital records. The personal equation was 
eliminated as in the great majority of the cases the 
findings were recorded by a number of examiners. 
The conclusions drawn are as follows: 
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1. Amputation of the cervix and trachelorrhaphy 
are effectual and adequate operations and have a 
definite place in the gynecology of to-day. 

2. Secondary hemorrhage and secondary union 
occur more often after trachelorrhaphy and are due 
to faulty technique rather than infection. 

3. Improvement in the general health occurs in 
over 82 per cent of the cases treated by each ope- 
ration but is greater after amputation of the cervix. 

4. Amputation of the cervix is more efficient than 
trachelorrhaphy in the cure of leucorrhoea and 
dysmenorrhcea but is more often the cause of these 
symptoms in cases previously free from vaginal 
discharge and menstrual pain. 

5. Voluntary sterility is increased by cervical and 
vaginal plastic operations, but, all other things 
being equal, sterility is 11 per cent greater after 
amputation of the cervix than after trachelorrhaphy. 

6. Amputation of the cervix is followed by 
interruption of labor before full term more often 
than trachelorrhaphy but is no more liable to end 
in premature labor. Abortion is more frequent after 
amputation in proportion to the number of high 
amputations. 

7. Dystocia is greater after trachelorrhaphy as 
evidenced by the number of operative deliveries 
and by difficulty in spontaneous labors. 

8. With proper indications and technique, low 
or medium amputation is as applicable to women in 
the child-bearing age as trachelorrhaphy. 

C. H. Davis, M.D. 


Keene, F. E.: The Value of Radium in Gynecology. 
N. York State J. M., 1922, xxii, 1. 


The author’s observations since 1913 cover 501 
cases of benign, and 412 cases of malignant, condi- 
tions of the female pelvis. He states that radio- 
therapy has passed the experimental stage, but it does 
not supplant or compete with surgery. Disastrous 
results will follow the misapplication of radium or 
the X-ray. 

Certain types of myomata and myopathic uterine 
hemorrhage are treated exclusively with radium 
without untoward results. The author is confident 
that in the great majority of cases the results can 
be anticipated. 

Myomata contra-indicating radium treatment are 
classified as follows: 

1. Tumors larger than a four months’ pregnancy 
and those which are complicated by inflammation 
or tumor of the adnexa. 

2. Tumors not producing hemorrhage but whose 
chief clinical manifestation is pressure. 

3. Tumors associated with cachexia out of all pro- 
portion to the amount of blood lost. 

4. Tumors distorting the uterine cavity so that 
radium cannot be inserted to the fundus. 

5. Pedunculated tumors concealed within the 
uterine cavity or projecting from the cervical 
canal, 

6. Calcareous or rapidly growing tumors associated 
with intermenstrual as well as menstrual pain. 
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7. Tumors in young women, since radium in suffi- 
cient amounts to affect the tumor may produce 
sterility or a premature menopause. 

8. Tumors of moderate size in patients in whom 
the possibility of a gastric, gall-bladder, or other 
extrapelvic abdominal lesion may suggest lapa- 
rotomy. In such cases operation is done and 
further procedure then decided upon. 

The use of radium alone is reserved for small 
uncomplicated tumors whose only symptom is 
hemorrhage, and for the so-called myopathic uterine 
hemorrhages. Under these conditions 95 per cent 
of the cases are cured by one application. In very 
rare cases myomectomy or hysterectomy must be 
done. The technique of the radium treatment is 
as follows: 

Under nitrous oxide and oxygen anesthesia a 
careful pelvic examination is made. Thorough 
curettage is done and the scrapings are examined 
microscopically. A 50-mgm. tube properly filtered 
is inserted to the fundus for twenty-four hours in 
the cases of patients at or near the menopause and 
for a proportionately shorter time in the cases of 
younger women. In the cases of young women a 
second application is preferable to over-radiation. 

The patient is kept in bed for three days and 
allowed to go home on the fifth day. Nausea or 
vomiting occurs in 60 per cent of the cases while 
the radium is in place. An elevation of more than 
one degree of temperature is rare. Pain in both 
sides of the pelvis for several weeks is usually due 
to undiscovered adnexal inflammation. No irritable 
effects on the bladder or rectum have been noticed 
and no phlebitis or nephritis. 

The first menstrual period after the radiation 
may be the same or more severe. The following 
periods are scanty or absent, and when a twenty- 
four-hour application is given the amenorrhea is per- 
manent. A second application is only occasionally 
necessitated by recurrence after several months. 
Smaller doses reduce the extent and duration of the 
flow but not amenorrhoea. Leucorrhoea for six to 
ten weeks may complicate amenorrhea but it is not 
excessive or irritating. The general symptoms are 
those of the menopause and relatively minor. 

The conclusions drawn are as follows: 

1. Radium treatment is the treatment of choice 
for small myomata whose chief symptom is hemor- 
rhage. Ninety-five per cent of such cases and cases 
of hemorrhage are cured. Re-application or opera- 
tion is rarely necessary. 

2. A large group of myomata are operative cases. 

3. In selected cases the myomata diminish grad- 
ually even to disappearance and the uterus suffers 
no ill effects from the radium. 

4. There is no mortality and a minimum of mor- 
bidity following radium treatment. 

5. The chief subjective symptoms are those of 
the menopause and are of relatively minor impor- 
tance. 

Malignant tumors are divided into two groups, 
the advanced cases beyond cure and the early cases. 
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Of the latter group the author does not speak as 
most of them are operated upon. 

Women in the last stages have been given the 
temporary benefit of radium treatment but the 
author deems the practice unwise. Among such 
cases are cases with extension to the bladder and 
rectum. In rare instances a remarkable result js 
obtained even in this type. 

In general, 100 mgm. have been used in these 
cases either against the tumor or embedded in it in 
needles. The first application is usually for twenty- 
four hours. In many, a shorter application has been 
given in six weeks. The bladder and rectum are 
packed away with gauze. 

The results are pleasing to the patient even 
though in most cases they are only temporary. 
Before the discovery of radium even this degree of 
palliation could not be obtained. 

The gross changes in cancer of the cervix are 
briefly described. Within a few weeks all superficial 
evidences of malignancy disappear and the ulcer- 
ated area is covered by a thin yellow membrane 
smaller than the original lesion and adherent to the 
adjacent tissues. The vaginal wall close by is red 
and may bleed slightly on examination. The pro- 
fuse hemorrhage and maloderous discharge have 
ceased and have been replaced by a thin non- 
irritating leucorrhcea. Several months later a pale 
contracted vagina due to fibrous tissue formation 
is usually found. 

Such local healing occurs in from 50 to 60 per 
cent of cancers of the cervix. In a larger proportion 
of the cases the maloderous discharge is stopped 
and never recurs or recurs only at varying intervals 
before death. Pain is often relieved or lessened if 
only for a few months to recur again with re-invasion. 

Occasionally pain follows and is an effect of ra- 
dium treatment. This occurs more frequently after 
the second or third application. Cystitis and proc- 
titis occurred more frequently in the author’s earlier 
cases than they doto-day. Seventeen rectovaginal or 
vesicovaginal fistula developed in the first 200 
cases; these are not ascribed to the radium, how- 
ever, as fistula are more common in untreated cases. 
Radium decreases the likelihood of fistula. Two 
deaths occurred soon after the radiation but both 
were those of extremely cachectic patients. 

In early operable cases radium was used only 
once and this patient has passed the five-year period 
free from recurrence. Of ninety-four women with 
inoperable malignant tumors of the cervix who 
were treated prior to or during 1916, 20 per cent are 
living and to all appearance are free of the disease. 

Operation is advised for cancer of the fundus even 
in fairly advanced cases. Radium is reserved for 
cases in which operation is contra-indicated. Bor- 
derline cervix cases are given radium treatment. It is 
inadvisable to operate upon a case previously treated 
with radium because of the fibrosis and the 
fact that cells rendered inert by the radium may 
be set free. Radium is applied to the vaginal vault 
two weeks after operation but not at the time oi 
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operation because of the danger of widespread 
sloughing of cells weakened by trauma. The 
author is still of an open mind as to pre-operative 
radiation. 

The conclusions to be drawn from this study are 
as follows: 

1. As a palliative measure radium therapy is the 
treatment par excellence for inoperable cases of 
cancer of the cervix and vagina. 

2. In borderline cases the use of radium is advis- 
able but in certainly operable cases surgery with 
postoperative radiation is indicated. 

3. Cancer of the fundus is surgical except in the 
presence of a grave contra-indication, when radium 
should be used. 

4. Hysterectomy is inadvisable in cases previously 
treated with radium. 

5. In the operable cases the advisability of pre- 
operative radiation is still an open question. 

6. Local irradication of cancer by radium is estab- 
lished and there is hope that cancer of the cervix 
may be treated by radium rather than by operation. 

A. J. Larkin, M.D. 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Nash, W. G.: Hezemosalpinx and Pyosalpinx with 
Torsion of the Right Fallopian Tube. Lancet, 
1922, ccii, 78. 

A single girl, aged 18, was admitted to the hos- 
pital complaining of acute pain in lower part of the 
abdomen on the right side. Her history showed 
that she had had three previous attacks of the same 
kind, one two years previously, which had lasted 
fifteen hours, another one month previously, and 
a third, six days previously, which caused vom- 
iting. 

Menstruation began at 16. At first it was irregu- 
lar, but after the age of 17 became regular and pro- 
fuse. At the time of admission to the hospital the 
temperature was 99.4 degrees F. and the pulse 112. 
The tongue was coated and there was tenderness in 
the right iliac fossa. 

The appendix was removed but appeared normal. 
The right fallopian tube was found to be much 
enlarged and purple due to its being twisted five 
and one-half turns; the left tube was enlarged and 
adherent to the pelvic floor. Both tubes were 
removed. The patient made a good recovery. 

The pathologist reported bilateral pyosalpinx and 
that the wall of the twisted right tube was intensely 
congested and lined with blood clot. The patient 
denied gonorrhceal infection. 

Crayton F. ANpREws, M.D. 


Daniel, C.: Interstitial Pregnancy. Surg., Gynec. & 
Obst., 1922, Xxxiv, 15. 

The variable development of interstitial preg- 
nancy and the symptoms peculiar to each case 
render clinical diagnosis almost impossible. Even 
the macroscopic anatomy of the specimens presents 
obscure points. Vaudescal claims that microscopic 
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examination is the only absolute means of confirm- 
ing the presence of the condition. 

The author presents the history, the findings, and 
photographs of two cases. 

In the early stage in almost all of the reported 
cases there was a short delay in menstruation fol- 
lowed by mild or profuse metrorrhagia. The ana- 
tomical characters depend, according to Vaudescal, 
upon the point of primary implantation of the 
ovum. There are three principal characteristics 
which should be considered in the diagnosis, viz., 
asymmetry of the uterus, asymmetry of the adnexa, 
and lateral insertion of the round ligament. 

Uterine asymmetry, or the Ruge-Simon sign, is 
characterized by elevation of the fundus on the side 
of the abnormal horn. Because of the abnormal 
insertion and the habitual tendency of an interstitial 
gestation to develop at first upward, there is 
verticalization of the fundus of the uterus producing 
a cone-shaped organ. 

Asymmetry of the adnexa is caused by the draw- 
ing up of the tube on the gravid side by the 
development of the ovum. 

The insertion of the round ligament varies ac- 
cording to the attachment of the tube. In general, 
the round ligament is attached lateral to the foetal 
tumor and displaced laterally with the tube by the 
development of the ovum. Unfortunately these 
anatomical characteristics are of little clinical 
value except in the cases of thin women with a 
flaccid abdominal wall. 

Microscopical study of an interstitial gestation 
should include a study of the ovular cavity, the 
uterine cavity, both tubes, and both ovaries. 

The ovular cavity is embedded in the musculature 
of the uterine wall and produces a slight decidual 
reaction at the point of implantation. 

Histologic examination shows that the tubes and 
ovaries are normal on both the gravid and non- 
gravid sides. C. H. Davis, M.D. 


Woolf, A. E. M.: Bilateral Interstitial Ruptured 
Ectopic Gestation Sacs. Lancet, 1922, ccii, 11. 


The patient had been married for seven years and 
had one child 6 years old. On the morning of April 
14, 1920 (i.e., five days previous to her admission to 
the hospital), while dressing, she was seized with 
sudden sharp pain in the left side of the abdomen 
which caused her to double up. This pain lasted all 
day, but passed off at about 7 p.m. The following 
three days she felt quite well except for slight weak- 
ness. On April 18, about 10:30 a.m., she was again 
seized with acute abdominal pain which was general 
throughout the abdomen and caused her to faint. 
The pain was then continuous until she was admitted 
to the hospital on the following afternoon. Vomiting 
was frequent April 18 and 10. 

When the peritoneal cavity was opened a large 
quantity of dark-colored blood escaped. The right 
tube was seized and clamped. In the intramural 
portion of both tubes ruptured gestation sacs were 
found. A large hematocele was present on the left 
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side and the pelvis contained numerous blood clots. 
As the patient was in a precarious condition, the 
most rapid operative procedure was obviously essen- 
tial. A subtotal hysterectomy was therefore per- 
formed. The patient stood the operation well and 
made an uneventful recovery. 

The catalogue description of the specimen is as 
follows: A coronal section of a uterus which was 
excised. In the wall there is on either side at the 
upper angle a mass of blood about the size of a cherry 
which represents an interstitial pregnancy. In the 
clot on the left hand side may be recognized one or 
two uncolored foci which microscopic examination 
shows to consist of chorionic villi. The sac on the 
right hand side has ruptured and from it there pro- 
jects an irregular eminence of coagulum. The uterine 
mucosa has undergone simultaneous thickening and 
is hyperemic; the muscular wall is hypertrophied. 

E. L. Cornett, M.D. 


Jayle, F., and Halpérine, J.: Tubal Pregnancy and 
Blind Diverticular Canals of the Tube (Gros- 
sesse tubaire et canaux borgnes diverticulaires de la 
trompe). Presse méd., Par., 1922, Xxx, 33. 


Medical literature is singularly deficient on the 
subject of anomalies of the fallopian tubes. One 
anomaly little known is the formation of blind 
accessory diverticular canals parallel with the nor- 
mal canal of the tube. In exceptional cases there 
are two or more such diverticula. 

Baudelocque first drew attention to these canals 
in 1825 by reporting a case showing bifurcation of 
the tube. In 1898 Henrotin and Herz of Chicago 
reported an ectopic pregnancy in such a diverticu- 
lum. In 1903 Hensius examined twenty-five cases 
reported as cases of diverticula of the fallopian tube 
but found only five to be genuine. 

In the authors’ opinion the development of 
ectopic pregnancy in a tubal diverticulum is not 
rare as they have observed four such cases in a short 
space of time. Cases of this kind are not often 
reported because a very careful examination is 
necessary to discover the diverticulum and a search 
is seldom made for the malformation because it is 
not well known. 

The authors report the case of a woman 29 years 
of age in which a diagnosis of retroversion was made. 
At operation the left tube was found to have three 
canals, one of which had been ruptured by an extra- 
uterine pregnancy. W. A. BRENNAN. 


Darnall, W. E.: An Unusual Tumor of the Ovary. 
Virginia M. Month., 1921, xlviii, 540. 


The patient was an unmarried woman, 52 years 
of age, who had passed the menopause six years 
previously. Being a Christian Scientist, she had 
refused to submit to surgical treatment for a fibroid 
tumor and had been given X-ray treatments instead. 
These had produced a burn, the size of a saucer, 
which would not heal. The patient finally consented 
to an operation. An oval incision was made and 
the burned area dissected out down to the fascia. 
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A large movable tumor was discovered attached 
to the left ovary, with the elongated end of the left 
tube stretched over it. This growth, which was 
found to weigh 25 lbs. and to contain creamy sterile 
pus, was removed. At its base several lumpy pro- 
jections protruded into the pus cavity which were 
hard to the touch and cut like fibrous tissue. The 
walls of the cavity were composed of fibrous tissue 
1 in. thick. ; 

After a careful study of this case the conclusion 
was drawn that the tumor was originally a fibroid 
tumor of the ovary which ultimately began to de- 
generate from within, the injudicious treatment 
with the X-ray no doubt having favored the process 
or having started it. The suppuration then con- 
tinued until finally liquefaction of the whole tumor 
occurred with the result described. 

The patient’s recovery was uneventful. The skin 
incision united perfectly. After a year and a half 
she reported herself in excellent health. 

C. H. Davis, M.D. 


Kerr, J. M. M.: Chorio-Epithelioma. Lancet, 1922. 
cCcii, 9. 

Two cases of vaginal removal of the uterus fol- 
lowed by recovery are reported. From these it is 
evident that the clinical features of chorio-epithe- 
lioma are just as definite as its pathologic characters. 
There has always been a pregnancy. Generally 
there has been an abortion, and in about 50 per cent 
of cases the body expelled has been a vesicular mole. 
In a very few cases the tumor has developed after 
an apparently normal full-time pregnancy. Prob- 
ably if the placenta had been examined more care- 
fully in such cases some of the villi would have 
shown hydatiform degeneration for this is occasion- 
ally observed when a full-time healthy child is born. 
Occasionally the tumor has developed while the 
ovum was still in the uterus. In rare cases the 
uterus has been found free of tumors, the primary 
growth having healed. 

The outstanding symptom is hemorrhage, which 
often is very profuse. Most commonly this is attrib- 
uted to a retained portion of ovum or placenta. If 
the hemorrhage is not immediately dealt with, it 
may cease for a time, but soon recurs. Still later, 
as the disease advances and ulceration occurs, pro- 
nounced anemia and cachexia develop, with febrile 
pulse and temperature. At any time anomalous 
symptoms due to lesions in the brain, lungs, or else- 
where may develop, indicating that metastases in 
these organs have occurred. 

Of the author’s eight patients two died as a result 
of the operation, two died of metastases, two who 
were operated on many years ago are still alive, one 
who was operated upon a year ago is still well, and 
one has not been traced. 

Taking early and late cases together, a permanent 
cure may be expected in only about 30 per cent. The 
outcome is therefore a little worse than in cases of 
carcinoma of the uterine body. Kerr has performed 
vaginal hysterectomy three times and the abdominal 
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operation five times. In one of the worst cases 
the patient was so collapsed and anemic that he 
performed the vaginal operation and employed 
clamps to control the blood vessels in the broad 
ligament. 

It is unnecessary to do a Wertheim operation in 
this condition as the glands are rarely, if ever, affect- 
ed. Moreover, it takes a considerable time, and in 
all cases the shorter the duration of the operation 
and the less blood lost the better the chances of 
success. E. L. Corneti, M.D. 


MISCELLANEOUS 


MacKenzie, D. W.: Vaginovesical and Utero- 
vesical Fistulz. J. Urol., 1921, vi, 61. 


In this article attention is called to the fact that 
many patients with vesicovaginal or uterovaginal 
fistula have been operated on one or more times 
before they come under the observation of the 
urological surgeon. One of the author’s patients 
had undergone seven operations, another twelve, 
and a third, with complete loss of the floor of the 
bladder, had undergone eighteen operations before 
admission to his service. 

An important point emphasized is the necessity 
for definitely locating the ureteral openings and the 
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vesical opening of the fistula and ascertaining all 
possible facts regarding the course and position of 
the sinus before attempting operation. Attention 
is directed also to the necessity for improving the 
condition of the tissues as much as possible before 
operation by means of urinary antiseptics and local 
treatment, such as irrigations, baths, etc. 

When the opening of the fistula is high in the 
fornix and there is much scar tissue the author makes 
two free lateral incisions in the perineum—lateral 
episiotomy wounds. He then places catheters in the 
ureters and a catheter from the bladder to the 
vagina through the fistula to serve as guides. The 
bladder must be dissected freely from the vagina; 
unless this dissection is carried out thoroughly the 
possibility of cure is remote. The sinus is inverted 
into the bladder and the vagina loosely sewed over 
it. The lateral incisions are then closed and the 
vagina is packed with gauze. 

MacKenzie places great stress upon the post- 
operative treatment because carelessness at this 
stage may destroy all hope of final success. The 
bladder is emptied by frequent catheterization or 
with a permanent catheter and the patient kept in 
bed from fourteen to eighteen days. In his series of 
eleven cases there were no deaths. 

HERMAN L. KRETSCHMER, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Willson, P.: Uteroplacental Apoplexy (Hzmor- 
rhagic Infarction of the Uterus) in Accidental 
Hzemorrhage; Report of a Case and a Study 
of the Clinical and Pathologic Data of Sixty- 
Eight Cases in the Literature. Surg., Gynec. & 
Obst., 1922, XXxiv, 57. 

On the basis of his study, Willson draws the fol- 
lowing conclusions: 

1. Uteroplacental apoplexy is caused by the 
inundation of the uterine wall with a toxin of the 
nature of a hemorrhagin which is liberated by the 
placenta and produces its maximum efiect of course 
at the site of its absorption and greatest concen- 
tration. 

2. In the great majority of cases, accidental 
hemorrhage is probably a manifestation of the same 
process. 

3. Clinically, the significant fact in the pathology 
is the damaged state of the uterine wall which 
tends to cause both intra-abdominal and postpartum 
haemorrhage. 

4. In severe cases, with undilated cervix, the 
most conservative treatment is abdominal cesa- 
rean section followed by hysterectomy, if indicated, 
in order to assure certain hemostasis. 

R. E. Curistie, M.D. 


Yates, H. W., and Connelly, B.: The Treatment of 
Abortion. Am. J. Obst. & Gynec., 1922, iii, 42. 


In the series of cases observed there were eighty- 
one abortions and 256 pregnancies during a period 
of four and one-half months, making the incidence 
of abortion 1 to 31 pregnancies. Most of the 
cases occurred during the second month and the 
first half of the third month of pregnancy, no 
doubt because of nutritional and circulatory 
changes. About 25 per cent were criminal abortions. 

In cases of abortion due to malnutrition or some 
condition such as diabetes, tuberculosis, or anemia, 
rest, feeding, and reconstructive medication are 
indicated. Women who have shown an aborting 
habit should have an interval of one or two years 
between conceptions, and when pregnant should be 
kept in bed for several weeks under the influence 
of an anodyne. Enemas but not cathartics should 
be given. Luetics usually abort in the later months 
of gestation, but should receive intensive treatment 
until the Wassermann test is negative. In old cases 
treatment is of little avail and the pregnancy should 
be terminated. 

In cases of hypertension, nephritis, hypereme:zis 
gravidarum, and incipient tuberculosis the uterus 
should be emptied. The best method is dilation or 
hysterotomy. The use of rubber bags and bougies 
is unsurgical and slow, and often necessitates later 


exploration. In cases of certain complete abortion, 
rest in bed for about ten days is all that is necessary. 
In cases of incomplete abortion, the sooner the 
uterus can be emptied the better. If the cervix 
admits one finger, the best procedure consists in 
removing the mass with a gloved finger under 
gas-oxygen anesthesia. If this is impossible, the 
Longyear forceps may be used. If the cervix is 
closed, it should be packed with a strip of iodoform 
gauze and the gauze withdrawn in twenty-four 
hours. As a rule the products of conception will be 
removed with the gauze. 

Signs of infection are not the only signs of 
trouble, for deciduitis and endometritis are often 
caused by retained placenta which should be re- 
moved. 

Barring criminal abortion, neglected incomplete 
abortion is the most potent factor in sepsis, as the 
small retained products are a fruitful culture 
medium for pyogenic bacteria. The author never 
uses intra-uterine douches in cases of septic abor- 
tion. He prescribes rest in bed, opiates, enemas, and 
large hot packs over the entire abdomen. If the 
peritoneum is involved, he advises hypodermoclysis, 
glucose and bicarbonate of soda by rectum, mor- 
phine to tolerance, and liquids by mouth. 

The morbidity which results from all types of 
abortion is appalling. It is greatest in the incom- 
plete and septic cases. 

To decrease the incidence of criminal abortion, 
patients should be told of the sequelz of the con- 
templated act, especially as regards the wrecking 
of their health. C. H. Davis, M.D. 


LABOR AND ITS COMPLICATIONS 


Crawford, M. A. D.: Spasmodic Stricture of the 
Uterus. Brit. M.J., 1922, i, 135. 


This condition was first described by Smellie in 
1743. It is designated by various names but the 
author prefers DeLee’s term, “‘strictura uteri,” or 
the longer name, “spasmodic stricture of the uterus.” 
This condition differs from Bandl’s ring in that the 
constriction is in the uterus and cannot be diagnosed 
by outward palpation because the uterus retains its 
normal contour. In the majority of cases it occurs 
at the same site as Bandl’s ring, i.e., at the junc- 
ture of the lower and upper uterine segments. 

The case reported by the author was that of a wo- 
man who had borne four children. The first child 
was delivered with the forceps after the mother hac 
been in labor for three days. The second and third 
children were twins. One was delivered dead with: 
the forceps but the other was born alive. The fourt) 
child was delivered with the forceps alive; the 
mother had a complete perineal laceration. 
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The patient had been told the difficulty was “a 
shelf inside the uterus.”’ In the labor reported by the 
author progress was slow. An intra-uterine examin- 
ation revealed a tight contraction ring around the 
child’s neck. Because of the severity of the pains 
the patient was put under deep chloroform anzs- 
thesia and removed toa hospital. A 9-lb. baby was 
born spontaneously. 

Various measures have been employed in such 
cases. DeLee states that in localized or general 
tetanus the uterus will not rupture spontaneously, 
but there is considerable danger of tearing it if an 
operation is done during the spasm. Forceps are 
dangerous and often it is impossible to apply them. 
The treatment preferred by Crawford is deep anes- 
thesia, if necessary prolonged. 

I. E. Bisuxow, M.D. 


Whitman, A.: Obstetrical Paralysis of the Peroneal 
Nerve. Surg., Gynec. & Obst., 1922, xxxiv, 32. 


Paralysis of the peroneal nerve due to pressure 
on the main trunk of the sciatic nerve in its intra- 


pelvic portion is comparatively rare. It is caused ° 


either by direct pressure due to a large head in a 
small pelvis or by trauma in the application of 
forceps. 

Textbooks upon obstetrics, neurology, and ortho- 
pedics do not describe the condition in detail, re- 
ferring to it merely indefinitely. 

The author reports a case, giving the complete 
obstetrical, orthopedic, and neurological history. 
He draws the following conclusions: 

1. In any case of paralysis below the knee de- 
veloping after prolonged, difficult labor or an in- 
strumental delivery, the possibility of intrapelvic 
injury to the sciatic nerve should be borne in 
mind. 

2. An immediate orthopedic and_ neurological 
examination should be made to establish the differ- 
ential diagnosis. 

3. Apparatus should be applied immediately to 
prevent deformity and enable the patient to get 
about with the maximum facility. 

4. The prognosis as to ultimate recovery should 
be exceedingly guarded. C. H. Davis, M.D. 


Ballantyne, J. W.: A Critical Review: Czsarean 
Section. Edinburgh M.J., 1922, n.s. xxviii, 28, 74. 


Within the last three or four years caesarean sec- 
tion has steadily gained in favor. Its indications 
have been more clearly defined, new indications have 
been recognized, the technique has been improved, 
and both the maternal and the infantile mortality 
has been decreased. On the other hand, the exact 
limits of the indications in cases of placenta previa 
and eclampsia have not been fixed, the ideal tech- 
nique in definitely and presumably infected cases 
has not been discovered, and the maternal mortality 
and morbidity have not been reduced so low that the 
obstetrician is justified in insisting upon the opera- 
tion when there are alternative procedures involving 
less risk to the mother. 
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It is an interesting fact that a change in public 
sentiment regarding the value of antenatal life has 
had something to do with the extension of the 
cesarean section to cases and conditions in which it 
would not have been considered ten or twelve years 
ago. While the mother’s life is still regarded as of 
greater value than that of the foetus, no obstetrician 
now lightly performs a craniotomy upon the living 
infant, and the occasional occurrence of such a 
necessity is accounted as a failure in preventive 
midwifery. The immediate practical bearing of this 
new viewpoint is evident at once when the use of 
cesarean section in placenta previa is considered. 

While opinions are not yet in agreement regarding 
the exact place of cesarean section in the treatment 
of placenta previa, there are indications of the 
probable restrictions which will be imposed on it. 
It will be used, for instance, for the child’s sake 
rather than for the mother’s. The reviewer is of the 
opinion that it is hardly wise to perform the section 
before the end of the eighth month of pregnancy and 
that it should be reserved for the central type of 
placenta previa. There is nearly general agreement 
that the ideal case for section is one in which the 
cervix is still undilated and that therefore the pro- 
cedure is particularly suitable for the elderly 
primipara with a rigid cervix. If possible, also, 
there should be absence of signs of infection, a 
restriction which tends to exclude the cases sent into 
the hospital with vaginal packing of small amount 
and dubious sterility. It goes without saying that 
the presence of an additional cause for difficulty in 
labor will often turn the scale in favor of section in 
an otherwise doubtful case. 

Of the reviewer’s series of cesarean sections in 
recent years one was done for placenta previa. The 
result was successful. 

In cases of accidental hemorrhage the field for 
cesarean section is even more restricted than in 
placenta previa. The procedure is to be considered 
only for very serious cases. The state of the uterine 
wall is such that contraction will not follow the 
section and therefore operative treatment usually 
consists of supravaginal hysterectomy. 

The reviewer has done cesarean section in one 
case of accidental hemorrhage, but the original 
indication for the section was a small pelvis, the 
accidental hemorrhage coming on in the period of 
preparation of the patient, probably because of 
fright. The mother survived, but the baby was 
asphyxiated at birth. 

With regard to the treatment of eclampsia the 
author states that the general tendency at the 
present time is away from cesarean section and if 
adequate supervision of pregnancy and medical 
measures in the pre-eclamptic state prove useful, 
this tendency will become still more marked until 
the procedure is abandoned entirely. Much de- 
pends, of course, on the discovery of the cause of 
eclampsia. If this should prove to be something 
formed in the foetus or placenta, the arguments for 
the rapid evacuation of the uterus will be strength- 
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ened and casarean section and other operative 
measures will again come into favor. The reviewer 
has not done a section either for the pre-eclamptic 
state or for eclampsia as he holds firmly to the 
' belief that the convulsions and toxemia should 
be treated conservatively and the pregnancy left 
alone. 

What may be called pelvic causes still form by far 
the most frequent indications for cesarean section. 
Chief of these is the contracted pelvis. Some of the 
pelvic causes, however, are rare. The generally 
contracted, the simple flat, and the rachitic flat 
pelvis are responsible for the vast majority of 
cesarean sections. Among the rarer conditions are 
the Robert, achondroplasiac, coxalgic, and oblique- 
ly contracted pelves. 

It is among the non-pelvic causes calling for 
cesarean section that the most rare and the non- 
recurrent indications are found. 

The conclusion to be drawn from a study of the 
literature would seem to be that after a casarean 
section every subsequent labor should take place in 
a hospital where expert operators can be found. 
Further, that any subsequent pregnancy should be 
under adequate antenatal supervision. 

In the reviewer’s opinion there seems to be no 
reason why casarean section should not be per- 
formed more frequently for large infants as the large 
child is responsible for a condition exactly similar to 
that caused by the narrow pelvis. 

A few modifications of the technique of the classi- 
cal conservative cesarean section have been sug- 
gested during recent years, chiefly to lessen the risks 
in infected or presumably infected cases and to 
increase the strength of the uterine scar. 

A good deal of discussion has dealt with the best 
suture material. Opinions differ also as to the 
method of inserting the sutures. Holland, who has 
made a special study of suture material, prefers silk- 
worm gut and regards silk as the second best. He 
condemns catgut. The reviewer has always made 
use of silk passed interruptedly for the deep suturing 
of the uterine wall and catgut passed continuously to 
bring the peritoneum together. In one instance in 
which he did a second cesarean some eighteen 
months later he could not discover any trace of the 
silk. 

The acknowledged difficulty of dealing safely with 
presumably infected cases has been the basis for 
many suggested alterations in technique as it is 
generally admitted that the present maternal mor- 
tality even in cases treated by expert obstetricians 
is too high to justify the ordinary conservative high 
operation. Some obstetricians have sought a way 
out of the difficulty by making the incision low 
down in the uterus, the cervical or lower-segment 
operation. 

The true extraperitoneal section is much less 
heard of now than formerly; the difficulty of reflect- 
ing the peritoneum from the bladder without 
buttonholing it and the fact that in many cases 
prevention of peritoneal infection is achieved only 
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at the expense of infection of the cellular tissue have 
militated against its general adoption. 

Whether the problem of performing a cesarean 
section on a potentially infected case with safety to 
the mother has been solved by one or the other of 
the low transperitoneal operations cannot yet be 
decided definitely, but it will probably be settled 
soon. In the meantime some operators rely on 
removal of the uterus to save the mother from the 
septic peritonitis which so often follows cesarean 
section after the patient has been subjected to 
vaginal interference. 

At the present time, therefore, there are three 
plans of dealing with the potentially infected uterus 
by abdominal section. There is first the employ- 
ment of the conservative cesarean section, the 
incision in the uterus being made high and various 
refinements of technique being used to prevent 
peritoneal spilling of the infected liquor amnii and 
any leakage from the uterus through the closec 
incision. Not a few obstetricians believe that this 
is the best plan. In other words, they believe that 
potential infection of the uterine cavity should not 
be regarded as a complete contra-indication to an 
ordinary cesarean section. Certain safeguards are 
adopted, such as the opening of the uterus outside 
the abdomen, the changing of gloves after the 
removal of the membranes and placenta, the careful 
sponging of the edges of the incisions, the walling 
off of the peritoneal cavity, etc. 

A second plan of dealing with the potentially 
infected uterus consists in the adoption of the low 
uterine incision and the so-called extraperitoneal or 
transperitoneal method of performing the cesarean 
section. Theoretically, this procedure should be 
successful, but in actual practice there has been 
some disappointment with the results. Difficulty in 
technique ought not to be, and will not be, a bar to 
the obstetrician testing these plans thoroughly, but 
it cannot be affirmed that the ideal operation has 
yet been devised, although Beck’s method has much 
to commend it. 

The third plan in the treatment of these cases 
consists of hysterectomy, the uterus being remove: 
either unopened, as recommended by Lecoq, or 
after extraction of the child, as done by other ob- 
stetricians. The chief disadvantage of this procedure 
is its non-conservative character. In some cases, 
as in second or third caesarean sections, it may be 
accepted as a convenient plan of effecting steriliza- 
tion, but in other instances, as in the cases of 
primipara with placenta previa, it is not beyond 
reproach. E. L. Cornett, M.D. 


Holland, E.: The Results of a Collective Investiga- 
tion into Czesarean Sections Performed in 
Great Britain and Ireland from the Year 1911 
to 1920 Inclusive. J. Obst. & Gynec. Brit. Emp.. 
1921, XXViii, 358. 

The chief information sought for was the maternal 


mortality of the operation as performed for various 
indications. The determination of the foetal and 
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infant mortalities was a lesser object. Full tables 
are given of the following groups of cases: 

1. Contracted pelvis: (a) after attempted de- 
livery with forceps or by craniotomy, (b) after 
inductign of labor, (c) lower uterine segment opera- 
tions, (d) cases of caesarean hysterectomy, and (e) 
fatal cases. 

2. Cases of eclampsia and other toxemias of 
pregnancy. 

3. Cases of placenta previa. 

The number of cases in which the operation was 
performed for pelvic contraction was 3,972. The 
maternal mortality was 139 (4.1 per cent). The 
mortality rate for the series as a whole, however, 
does not yield much information; it is necessary to 
classify the cases: 


Maternal Mortality: Contracted Pelvis 
Mor- 
Total Maternal tality 


cases deaths Percent 
eee 1,202 19 1.6 
Eatly in Ighor.... 389 7 1.8 
Late in labor. 220 22 10.0 
After induction of labor...... 35 5 14.0 
After attempts at delivery by 
forceps or craniotomy...... 107 29 27.0 


The important points so far brought out by this 
analysis are: (1) the mortality of the operation per 
se has decreased, being now only half that in the 
cases collected by Routh up to 1910; (2) the mor- 
tality after long labor or attempts at delivery 
remains as high as ever. The 27 per cent mor- 
tality after attempts at delivery is a serious 
warning. The foetal mortality when forceps were 
tried was 27 per cent, and the early mortality of 
the infants who survived delivery nearly 11 per 
cent. 

In 196 cases of eclampsia there were sixty-three 
maternal deaths; deducting one case of postmortem 
cesarean section, the maternal mortality was sixty- 
two deaths in 195 cases (31.8 per cent). Again 
deducting five cases of vaginal cesarean section with 
one death, the maternal mortality of abdominal 
cesarean section for eclampsia was sixty-one deaths 
in 190 cases (32 per cent). 

One hundred and forty-seven (75 per cent) of the 
patients were primigravide, twenty-six had had 
from two to five children, and nine had had from six 
to nine children. Regarding the parity of fourteen 
there is no record. 

The total mortality among the children was 50 
per cent, the foetal mortality rate being 32 per cent 
and the mortality rate among the survivors, 26 per 
cent. 

There were 208 cases of antepartum hemorrhage, 
comprising 139 cases of placenta previa, sixty-six 
cases of accidental hemorrhage, and three cases of 
free intraperitoneal hemorrhage. In two of the 
latter the bleeding came from a ruptured vein on 
the wall of the uterus; in the third, the source of the 
bleeding was not found. 
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Maternal Mortality of Placenta Previa 
Mortality 
Type Cases Deaths Per cent 
Complete and central.......... 78 II 14.0 
Incomplete, etc................ 43 4 9.3 
Type not recorded............. 18 I _ 


The number of children to be considered was 138 
(no record regarding the child in one case, and twin- 
pregnancy in one case). The number of foetuses 
born dead was ten, a foetal mortality of 7 per cent. 
The number of children who died during their stay in 
the hospital was twenty-nine, an infant mortality of 
oo Ng cent among the 128 children who survived 

irth. 

The very low foetal mortality is, of course, ex- 
tremely flattering to cesarean section as the mor- 
tality associated with the more conservative meth- 
ods of version and the use of hydrostatic bags is 
generally given as from 40 to 60 per cent. 

In sixty-six cases of accidental hemorrhage there 
were eighteen maternal deaths, a mortality of 27 
per cent. Among the fifty-eight cases of ‘“con- 
cealed”’ and “‘concealed and revealed” hemorrhage, 
there were seventeen deaths, a mortality of 29 per 
cent. Among the eight cases of accidental hemor- 
rhage the mortality was 12 per cent. 

The striking point brought out here is that the 
mortality after cesarean hysterectomy (46 per cent) 
was about four times as great as that after simple 
cesarean section. 

The foetal mortality among the cases of concealed 
and concealed and revealed hemorrhage was 
extremely high, 86 per cent. 

In the remaining 366 cases the indications for 
operation were so many and various that a satis- 
factory classification is not easy. They are grouped 
as follows: 

1. Conditions causing, or apt to cause, obstruc- 
tion or prolongation of labor, 259 cases: (a) in the 
pelvic viscera or birth canal, or (b) in the foetus. 

2. Grave diseases threatening the mother, sixty- 
one cases. 

3- Foetal states other than those included in 1 (b), 
twenty cases. 

4. Rupture of the uterus, nine cases. 

5. Miscellaneous indications, seventeen cases. 

Of the eighty-eight women with fibromyoma of 
the uterus, nine died, a mortality of 10 per cent. 
In forty-two cases hysterectomy was performed 
with four deaths; in twenty-three cases, myomec- 
tomy, with three deaths; and in the remaining 
twenty-three, simple cesarean section, with two 
deaths. The number of still-born foetuses was eleven. 
The number of children dying later was also eleven. 

Of the eleven still-born foetuses, one was anence- 
phalic, nine were delivered in obstructed labor, and 
one was delivered in a case of degenerating fibro- 
myoma. The woman with the degenerating fibro- 
myoma died on the second day. 

The forty-one cases of ovarian tumor were made 
up of the following varieties: fifteen dermoid cysts, 
thirteen ‘‘cysts,” four fibromata and “‘solid tumors,” 
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four “ovarian tumors,” four carcinomata, and one 
sarcoma. The maternal deaths in the whole series 
numbered seven, the foetal deaths four, and the 
' infant deaths one. In figuring the mortality it is 
not fair to include the five malignant tumors which 
accounted for two maternal deaths and one foetal 
death. In the thirty-six cases of benign tumors 
there were five maternal deaths, a mortality of 14 
per cent. 

Ten cases of tumors of the bony pelvis were as 
follows: three cases of osteoma of the pelvis, three 
of pelvic sarcoma, one of fibroma, one extraperito- 
neal cyst of the posterior pelvic wall, one tumor of 
the sacrum, and one sacro-iliac tumor. There were 
no maternal, foetal, or infant deaths. In five cases 
the labor was obstructed and in five it had not begun. 

In the twenty-five cases of carcinoma of the cervix 
there were six maternal deaths, four stillbirths, and 
ten subsequent deaths of infants. In nine cases 
cesarean section was followed by radical abdominal 
panhysterectomy (Wertheim’s operation); in one 
case the growth was in an early stage and radical 
operation was postponed; in the remaining fifteen 
cases the growth was inoperable. In the Iztter 
fifteen cases simple cesarean section was performed 
in six, and cesarean section followed by subtotal 
panhysterectomy in nine. 

There were eight cases of carcinoma of the rectum 
and colon with no maternal deaths. Two children 
died later from prematurity. In one case colotomy 
was performed at the time of the operation, and in 
two cases colotomy had already been performed a 


few months previously. Labor was obstructed in 


five cases. ‘Three patients were not in labor. 

In eight cases of miscellaneous tumors there were 
no maternal deaths. In the one case of stillbirth a 
tumor in the anterior wall of the bladder had ob- 
structed labor for three days; it was not removed. 
There was one case of obstructed labor due to a 
“four and one-half month’s tubal abortion.” In 
another case there were four unclassified pelvic 
tumors. 

Alterations in the axis of the canal due to opera- 
tions were present in thirteen cases of ventro- 
fixation, two of ventrosuspension, one of Gilliam’s 
operation, and three of the Schauta-Wertheim 
interposition. There was no maternal or feetal 
mortality, but four children (two of them twins) 
died later. In two of the ventrofixation cases there 
was also cicatricial contraction of the cervix due to 
previous amputation, and in one of these there was 
doubt as to whether the amputation of the cervix 
or the ventrofixation was responsible for the obstruc- 
tion of labor. 

There were four cases of narrowing due to vaginal 
and perineal operations. None of the mothers died. 

In three cases of contraction or retraction rings 
there was no maternal death and only one feetal 
death. 

In three cases of congenital malformations of 
the uterus and vagina there were no maternal or 
foetal deaths. 
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In nine cases of rigidity or stenosis of the cervix 
or vagina all the mothers and children lived. 

Among the sixteen cases of excessive size of the 
foetus there was only one maternal death; the opera- 
tion was undertaken as a last resort after the use of 
forceps, perforation, decapitation, and cleidotomy 
had failed to deliver the foetus. 

In malpresentations the results were as follows: 

1. Occipitoposterior presentation. In two cases 
the forceps had failed; both mothers lived and one 
child died after a few hours from cerebral hemor- 
rhage. 

2. Brow presentation. All three women had been 
long in labor. One mother died (forceps had failed). 
One child lived and one had spina bifida and hydro- 
cephalus. There is no record regarding the third. 

3- Breech presentation. All of the mothers and 
infants lived. 

4. Transverse presentation. Two of the five 
mothers died from general peritonitis, two of the 
foetuses were born dead, and one child died later. 
Four of the patients had been very long in labor 
and one had just begun labor. One death was that 
of a woman with tonic contraction of the uterus 
and impending rupture, and another that of a 
woman who had been in labor for four days. 

There were four cases of hydrocephalus with no 
maternal mortality; forty cases of cardiac disease 
with a maternal mortality of nine (22.5 per cent); 
one still-born foetus, and six subsequent infantile 
deaths. 

Representing other grave maternal diseases there 
were twenty-one cases with nine deaths. 

In ten cases of previously repeated foetal death 
during labor, one mother died from subacute 
yellow atrophy of the liver and two children died. 

In two cases of prolapse or presentation of the 
umbilical cord there was no maternal mortality. 
One child died. 

In two cases of hydramnios both mothers and 
one child lived. 

In one case of missed labor the mother lived. 
The foetus was macerated. 

A summary of nine cases of ruptured uterus 
shows that two mothers died, five foetuses were born 
dead, and two children died later. The cause of 
the rupture was stated to be brow presentation in 
two, hydrocephalus in two, difficult forceps delivery 
in two, and contracted pelvis in one. For two, no 
cause was stated. 

There were seventeen cases classed under mis- 
cellaneous indications. In this group there were no 
maternal or foetal deaths; the only child which 
died in the hospital was one delivered in a case of 
“‘pain due to adhesions following the removal of a 
suppurating appendix.” E. L. Cornett, M.D. 


Banister, J. B.: Caesarean Section in Infected Cases 
of Obstructed Labor. J. Obst. & Gynac. Brit. 
Emp., 1921, xxviii, 523. 

Authorities do not agree regarding the justifica- 
tion for an immediate cesarean section in cases of 
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obstructed labor, especially in “septic” or “‘sus- 
pected” cases. 

Routh reported that he found a maternal mortal- 
ity of 34.7 per cent in cases in which infection 
might have been presumed before surgical methods 
were adopted. Consequently many authorities hold 
that some radical operation should be per- 
formed to minimize the risk of a fatal termination 
through sepsis. Banister believes that such a view 
is unnecessarily pessimistic, and puts forward his 
own experience to justify this opinion. He regards 
the classical operation as the best and safest under 
such circumstances. The modified technique 
adopted is as follows: 

The vulva and vagina are first thoroughly swabbed 
out with antiseptic fluid with the patient under 
anesthesia. The abdomen is then painted with the 
same fluid, and an incision of sufficient length to 
permit easy eventration is made. After this, a 
large towel is laid behind the eventrated uterus and 
drawn forward around the cervix to protect the 
peritoneal cavity from the liquor amnii. After the 
uterus has been emptied, the whole interior and 
the edges are swabbed with the antiseptic fluid, and 
the wound is closed according to the classical method. 
Saline solution is then poured over the uterus, the 
towel carefully removed, and the abdominal wound 
closed in layers without drainage. In the suturing, 
linen thread or silk has been used in all cases, Dut 
silkworm gut is even safer. 

The author gives the history and notes of nine 
cases, all presumably ‘“‘suspect”’ cases before opera- 
tion. Many of the patients developed symptoms and 
signs of septic absorption, but the final result was 
good; several showed healing of the wound by first 
intention. C. H. Davis, M.D. 


Whitehouse, B.: Czsarean Section in the Treat- 
ment of Placenta Previa. J. Obst. & Gynec. 
Brit. Emp., 1921, xxviii, 460. 


After reviewing the subject of casarean section 
in the treatment of placenta pravia since the time 
of Tait, the author gives his own opinions formed 
from a careful study of the annual reports of the 
Birmingham Maternity Hospital for the last ten 
years and his personal experience. 

At the Birmingham Maternity Hospital eleven 
methods of delivery were employed with the fol- 
lowing results: 


Feetal deaths a deaths 


Cases No. Percent o. Percent 


193 
I 16 
De Ribes bag II 
Rupture of membranes. . 
Forceps 
Cesarean section 
Vaginal cesarean section 
Induction 
Extraction of breech... . 
Vaginal pack 
Hysterectomy 
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The method of choice was version, but its foetal 
mortality (91.4 per cent) is appalling. 

In fact the foetal and maternal mortality of the 
five most common methods of delivery, viz., version, 
natural, De Ribes bag, rupture of the membranes, 
and forceps, averaged 84.7 per cent and 4.9 per 
cent respectively. Furthermore, as placenta previa 
accounted for 31.3 per cent of the total number of 
still-births occurring in this hospital during the 
ten years under consideration (715 in number), the 
problem of treatment is of considerable impor- 
tance. 

The first step to be taken to lower the mortality 
rates is early diagnosis. Every case of antepartum 
bleeding calls for a thorough examination. Further- 
more, placenta previa must be recognized, if pos- 
sible, before bleeding becomes severe enough to 
endanger the viability of the foetus. 

The results of caesarean section in placenta praevia 
have been most gratifying but there are many 
limitations to this form of treatment. Lateral or 
marginal placenta previa does not usually call for 
this operation and certainly cesarean section is not 
indicated after an initial severe hemorrhage when 
the lives of both mother and child are threatened. 
The author reserves it for cases with symptoms from 
the eighth month of pregnancy and in which the 
first hemorrhage has not been so severe as to en- 
danger the viability of the child. Acting on these 
indications he operated upon nine cases of central 
and lateral placenta previa during the last three 
years. All of the mothers recovered and eleven 
children were born alive although only nine sur- 
vived. One infant died a few hours after birth and 
another seven days after delivery. 

Harvey B. Matruews, M.D. 


Kerr, J. M. M.: The Lower Uterine Segment Incis- 
ion in Conservative Cesarean Section. J. 
Obst. & Gynec. Brit. Emp., 1921, xxviii, 475. 


The purpose of this paper is to discuss the relative 
merits of the ordinary longitudinal incision through 
the body of the uterus and the incision through the 
lower uterine segment. The subject is taken up 
under the following heads: 

1. Evidence that the uterine scar in the classical 
cesarean section is often unsatisfactory. 

2. Reasons for the defective casarean scar. 

3. The means by which a better scar can be 
secured with the usual longitudinal caesarean incis- 
ion. 
4. The lower uterine segment incision is the best 
incision because a stronger cicatrix results. 

Under the first heading the statistical data col- 
lected by Holland is given as proof that the uterine 
scar after conservative cawsarean section is not as 
sound a scar as is generally supposed and frequently 
gives way completely or partially. Holland traced 
1,103 women who had undergone cesarean section 
and found that eighteen of 448 (4 per cent) had 
ruptured scars during subsequent pregnancies or 


labors. 
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The reasons why the uterine scar is so frequently 
defective include: 

1. Difficulty in securing complete asepsis. 

2. The fact that during the puerperium the fibers 
of the uterine muscle are in a state of degeneration 
(autolysis) which interferes very materially with 
the healing processes. 

3. Difficulty in approximating the uterine wound 
whenever the uterus begins to contract. 

4. Incomplete hemostasis. Coaptation and he- 
mostasis must be accomplished by the same suture. 

5. Implantation of the placenta on the anterior 
uterine wall. This occurs in 40 per cent of cases. 
Bleeding is apt to be excessive and the wound very 
difficult to suture. 

The means by which a better scar can be secured 
in the usual longitudinal cesarean incision are: 

1. The prevention of infection by improved sur- 
gical technique and teamwork, prenatal care, and 
delivery of the placenta and membranes through 
the vagina. 

2. The suturing of the uterine wound in layers. 

3. The use of chromic catgut in the suturing of the 
mucous membrane, of linen or silk in the suturing 
of the muscle, and of catgut for peritonization of 
the uterine incision. 

4. Suturing of the uterus while it is in a state of 
retraction as distinguished from that of contraction. 
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Pituitrin is contra-indicated as it causes very 
great difficulty in the suturing of the uterine 
wound. 

The lower uterine segment incision is the author’s 
choice because a firmer, better cicatrix results and 
therefore rupture is less apt to occur. The trans- 
verse lower uterine segment incision is advocated 
as it causes less bleeding; this part of the uterine 
wall is thinner and therefore easier to suture. A 
wound in this region is at rest during the early days 
of the puerperium, and as this portion of the uterus 
does not become fully stretched until labor is well 
advanced, the scar is in a safer location than the 
usual longitudinal scar. 

The disadvantages of this operation are summar- 
ized as follows: 

1. Technically it is more difficult to perform than 
the classical cesarean section and therefore requires 
more time. 

2. It is more apt to be associated with disturbing 
hemorrhage if the incision is not carefully made. 

3. It is quite difficult when there is little or no 
cervical dilatation. 

4. Occasionally it is impossible to deliver the head 
through a transverse incision in the uterus. The 
author had one such case and was compelled to 
extend the incision longitudinally. 

Harvey B. Matruews, M.D. 


ADRENAL, KIDNEY, AND URETER 


Levy, C. S. Essential Hematuria; A Clinical Study. 
Surg., Gynec. & Obst., 1922, Xxxiv, 22. 

Essential or idiopathic hematuria is renal bleed- 
ing for which a cause cannot be determined. Path- 
ologically the findings in such cases vary. A chronic 
passive congestion due to obstruction of the urine or 
blood, varices of the papilla, congestion secondary to 
cardiac lesions, hemophilia, angio-neurosis, ureteral 
stricture, and prenephritic conditions have all been 
described, but none of these could be the causative 
factorinallcases. In some instances the kidneys are 
apparently normal. 

The diagnosis is always made by exclusion, and 
should be made only after all known urological tests 
have been found negative. 

The author presents the findings in thirty cases 
diagnosed as essential hematuria from clinical 
studies and the replies to a questionnaire. The cases 
were followed for a period ranging from one month 
to thirteen years. A fair conclusion as to the sex 
incidence of the condition could not be drawn as most 
of the subjects were patients in a male urological 
clinic. In 36 per cent of the cases the onset of the 
hematuria occurred in the fourth decade of life. 
In the majority there were no other symptoms 
besides the hematuria. Nearly all of the cases devel- 
oped spontaneously, and it appeared that exertion 
was of little importance as a causative factor. The 
kidneys were involved about equally but in no case 
were both of them affected. 

Operative procedures consist of decapsulation, 
nephrotomy, and nephrectomy. The latter is 
indicated only as an emergengy measure to prevent 
exsanguination. Non-operative measures are the 
methods of choice. These consist of the intrapelvic 
injection of silver nitrate and adrenalin, the passage 
of the ureteral catheter, the oral administration of 
calcium lactate, and subcutaneous or intramuscular 
injections of horse serum. Preference is given the 
intrapelvic methods. When these are employed the 
kidney pelvis should be completely distended. 

Of the author’s thirty patients, twelve have had 
no recurrences of the hematuria, while eighteen have 
had subsequent attacks. Spontaneous cessation of 
bleeding occurs not infrequently, and the general 
health is usually unaffected. Analysis of the ques- 
tionnaires led to the inference that none of the 
patients has developed nephritis, renal or ureteral 
calculus, tuberculosis, or renal tumor, and none has 
had an operation on the genito-urinary tract. In 
spite of the loss of blood and recurrences, the prog- 
nosis is favorable. 

Several interesting tables are included in the re- 
port. N. K. Forster, M.D. 
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Rosenow, E. C., and Meisser, J. G.: Nephritis and 
Urinary Calculi After the Production of Chron- 
ic Foci of Infection: Preliminary Report. J. 
Am. M. Ass., 1922, \xxviii, 266. 


During the course of numerous experiments on 
the localization of bacteria from various diseases, 
instances of extremely specific effects were noted. 
Some of these observations suggested that urinary 
calculi may be due to prolonged low-grade infection 
by bacteria having elective affinity for the urinary 
tract and the power to cause the precipitation of 
calcium. 

Accordingly, teeth in dogs were devitalized and 
infected with cultures of streptococcus freshly iso- 
lated from the urine of a patient suffering from neph- 
rolithiasis. Five of the dogs developed calculi. The 
sixth died too soon for stones to form. In four dogs 
calculi were found in both kidneys. The size varied 
from small concretions to stones measuring 3 by 7 
mm. and was roughly proportional to the duration 
of the experiment. The findings in these dogs re- 
sembled those in patients with nephrolithiasis. The 
stones were hard, angular, and rough, and of a 
chemical composition similar to that of the stones 
formed in nephrolithiasis in man. The evidence of 
infection of the urinary tract and the lesions in the 
kidney were slight except when obstruction in the 
ureter had been caused by an impacted stone. 

The causal relationship between the calculi and 
the streptococcus inoculated into the teeth seems 
established. The organism was isolated from the 
kidneys, from some of the stones, and from the 
teeth of the dogs, and its elective affinity for the 
medulla of the kidneys of rabbits on intravenous 
injection was demonstrated. The organism was 
found in the lesions of collecting tubules where 
crystallization and stone formation were beginning. 
Precipitation and crystallization of calcium always 


* occurred in areas with little or no cellular reaction. 


Stone was not developed by any of the four dogs 
whose teeth were infected with streptococci isolated 


from patients with arthritis or any of the four addi- . 


tional control dogs which were kept under the same 
conditions, but whose teeth were not infected. The 
urine of all of these eight dogs remained normal and 
the kidneys showed no focal lesions. 

Stones of the character obtained in these experi- 
ments were not found in another series of fourteen 
dogs which were kept under similar conditions and 
whose teeth were devitalized and infected with 
strains other than those from nephrolithiasis and 
nephritis, nor in a single instance in the examina- 
tion of more than five hundred dogs used for other 
experiments. 

It is not clear why four dogs which were infected 
with the streptococcus of arthritis failed to develop 


i 

| 

} 

| 

| 


420 


arthritis. There was active infection around the 
teeth in all instances, and the staphylococcus from 
the pulp chamber in one of the dogs inoculated four 
months previously retained its affinity for the joints 
of rabbits on intravenous injection. It would seem, 
therefore, that the joints of these dogs were not 
affected because of the high resistance of these 
structures to invasion by this organism during the 
relatively short duration of the experiment, and not 
because of encapsulation or loss of specific localizing 
power. 

Aside from being the source of the organisms 
which localized electively, the experimentally pro- 
duced foci of infection appeared to have a marked 
general deleterious effect. The dogs lost decidedly 
in weight, lost much hair, and became susceptible to 
intercurrent infection. At the end of the experi- 
ments an active process was found in the devitalized 
and infected teeth. The findings around the teeth 
were similar to those following the artificial devital- 
ization of teeth in man. The infected teeth became 
discolored but remained firmly in place in the alveo- 
lar sockets; the infection caused rarefaction and 
absorption of bone in the peri-apical region without 
swelling, pain, or tenderness. The character of the 
cellular infiltration and the distribution of the bac- 
teria of well-formed granulomata were strikingly 
similar. 


Barney, J. D.: Recurrent Renal Calculi. Boston M. 
& S. J., 1922, clxxxvi, g. 

Barney has reviewed 139 case reports of renal 
stones obtained from the records of the Genito- 
Urinary Department of the Massachusetts General 
Hospital. He finds that the male shows a greater 
predisposition to renal calculi than the female. The 
exceedingly low mortality is explained by the fact 
that as a rule persons with renal stones have excel- 
lent health and nearly all are in the prime of life. 
Only eleven of those studied by Barney were uver 
50 years of age, the majority being between 21 and 
30. 

Attention is called to the fact that many intra- 
abdominal conditions simulate renal calculus and 
that in some instances the best surgeons err. In a 
previous study Barney found that 18 per cent of 
patients with renal stone had had some previous 
abdominal operation, as a rule an appendectomy. 
In many of the cases cited the well-known diagnostic 
measures were not used. It is sometimes very diffi- 
cult to make a differential diagnosis between acute 
infection in the right side of the abdomen and renal 
stones as frequently both the urine and the X-ray 
findings are negative. 

In Barney’s opinion, an exploration, especially of 
the appendix, is sometimes necessary. By such an 
exploration the surgeon may guard the patient 
against rupture of an undiagnosed appendicitis. In 
the chronic conditions, however, no excuse can be 
offered for operation on the appendix when a renal 
stone is present, especially if the symptoms have 
been present for years. 
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In reviewing his case reports Barney was im- 
pressed with the mildness and the duration of 
symptoms presented in many instances. In four 
cases the symptoms had been present for less than a 
week; in nine, for two months; in eighteen, for six 
months; and in eight, for a year. In thirty-nine 
cases they had been present for three years; in 
eleven, for five years; in fourteen, for ten years; 
and in seventeen, for a “‘number of years.”’ Renal 
stone may be most insidious and may acquire an 
enormous size without causing noteworthy symp- 
toms. 

Barney found that small stones produce symp- 
toms more frequently and more severe symptoms 
than large stones. The most common symptom is 
pain. It must be borne in mind, however, that pain 
radiation may be to any other organ in the abdomen 
or to any other part of the abdomen—in some in- 
stances to the kidney on the opposite side. Barney 
finds that the first indications of stone in the urinary 
tract may be hematuria, dysuria, chills, and fever, 
frequent urination, and sometimes retention. 

Tenderness was found in only 43 per cent of the 
cases. Pus was the most frequent element in the 
urinary sediment. It was found alone fifty-nine 
times and with blood forty-gne times. Blood was 
found alone twenty-six times. In twelve cases (8.6 
per cent) the urine was persistently negative. 

Our present-day acumen in the diagnosis of stone 
is due largely to the X-ray. Ordinary clinical meth- 
ods of observation by themselves are of little vaiue 
and in some instances, even when combined with 
the use of the cystoscope and ureteral catheter, give 
little help in the diagnosis. Barney found a positive 
X-ray picture in 125 instances, but in 6 to 11 per 
cent the roentgenogram fails to show stone shadows. 
As superimposed stones may throw a single shadow, a 
search should always be made for more than one stone. 

Although cystoscopy with catheterization may be 
of little value when used alone, it is a procedure 
which is essential as by means of it the presence of 
two kidneys may be ascertained, it gives correct 
information concerning infection of the kidney, de- 
termines the patency of the ureter, reveals the 
separate function of each kidney, and makes pos- 
sible the localization of a shadow suggesting stone as 
extrarenal or intrarenal. In addition, a pyelogram 
may be made which will show the amount of dilata- 
tion of the kidney pelvis, etc. An experienced 
roentgenologist is necessary not only to make the 
plates, but also to interpret them. 

Renal stones were found to be bilateral in 6.4 per 
cent of the series of cases studied. Bilateral stones do 
not necessarily cause bilateral symptoms. In twenty- 
four instances the only stone or one of several passed 
spontaneously, generally after a cystoscopic examin- 
ation. When stones were not passed spontaneously, 
operation was performed. Pyelotomy, the operation 
of choice, was done in sixty-four instances and pye- 
lotomy and nephrotomy were done thirteen times. 
There were thirty-nine nephrectomies and seven- 
teen nephrotomies, three of which were bilateral. 
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In the author’s experience, pyelotomy is sufficient 
for the removal of small calculi, even when they are 
multiple. Nephrotomy is necessary only when the 
stone is of such size and shape as to make its extrac- 
tion through the renal pelvis impossible. Nephrec- 
tomy was done when the kidney was badly infected 
and harbored a very large stone or many small 
ones. Postoperative complications found by Barney 
were various in character and cause, the list includ- 
ing exacerbation of pre-existing infections requiring 
nephrectomy and hemorrhage after nephrectomy. 

The mortality from multiple stones was 3.5 per 
cent, which the author considers not discouraging. 
Two of the deaths were due to pneumonia, one to 
uremia, one to hemorrhage after nephrotomy, and 
one to gas-oxygen anesthesia. 

Abnormalities of the kidneys were found in five 
instances: horseshoe kidney in three and an aberrant 
artery in two. None of these abnormalities was dis- 
covered before operation. 

Barney states that a review of the results of opera- 
tion for renal calculus is not inspiring. The number 
of patients in whom subsequent examinations 
showed the presence of one or more calculi is appalling. 
Although conditions which produce stone are not 
removed when the stone is extracted, it is Barney’s 
opinion that whatever operation is done it often 
does not remove all the stones. To prove this 
statement he cites the fact that of twenty of his pa- 
tients who were X-rayed during convalescence, nine 
(45 per cent) still showed stones and that in 50 per 
cent of those who were subjected to pyelotomy 
stones were subsequently found in the kidney. 

All patients should be X-rayed during conva- 
lescence because if a stone is revealed by the 
X-ray six months or a year after operation it is im- 
possible to tell whether it was left at operation or is 
a recurrence. Although an X-ray examination was 
not made soon after operation in most instances, 
Barney found what was believed to be a recurrence 
in 32.8 per cent of the cases in which a pyelotomy 
was done. 

Following nephrotomy, recurrences were found 
in 56 per cent of the cases by Cabot and Crabtree 
and in 30.3 per cent by Barney. 

Barney studied seventy cases treated by nephrot- 
omy at the Massachusetts General Hospital from 
1897 to date. The ages of the patients ranged from 
11 to 64 years. The operative mortality was 5.7 per 
cent. Recurrence or overlooked stones were found 
in 52.9 per cent of the cases. This fact and the ever- 
present danger of hemorrhage indicate that the 
operation is not always successful 

The author writes at some length concerning the 
difficulty of controlling hemorrhage and the sur- 
gical judgment which is necessary to determine when 
a nephrectomy i is necessary to arrest it. 

After reviewing the situation from the point of 
view of both pyelotomy and nephrotomy, Barney 
states the reasons. why the removal of stones 
from the renal pelvis is not always possible as 
follows: 


1. The renal pelvis is a very complex cavity with 
various ramifications in the form of calyces. Calyces 
may branch at right or acute angles from the plane 
of the pelvis. A probe may fail to find the orifice of 
the calyx either because of its minute size or because 
of its location. In either event, a stone remains un- 
detected. 

2. One may see a very definite shadow of what is 
apparently one stone in the kidney and at operation 
may remove a stone which resembles the X-ray 
shadow in size and shape and still leave other stones 
in the pelvis because the pelvis was not thoroughly 
explored. 

3. The manipulation required to remove a stone, 
even though gently performed, produces hemor- 
rhage which may cover the remaining stone with a 
layer of fibrin so that it cannot be detected with a 
metal instrument. 

4. Frequently unsuspected stones may slip into a 
dilated ureter during the operation on the pelvis. 

Pre-operative study and localization of the stone 
shadows are absolutely necessary. The location and 
number of stones within the kidney must be deter- 
mined. An X-ray examination should be made as 
close as possible to the time of operation, preferably 
the same day. Pyelograms should be made. 

The utmost care should be taken to prevent 
bleeding. 

Needling at the suspected location of a stone is 
very helpful. 

Caulk’s method of tapping the kidney gently to 
shake a stone out of the calyx into the pelvic cavity 
is of some value. 

Great care should always be taken in removing a 
stone in order not to break it. If a small piece is 
broken off or allowed to remain, the pelvis should be 
thoroughly irrigated with hot salt solution. 

The use of the fluoroscope in conjunction with 
operation may reveal small bits of stone remaining 
in the kidney. 

Barney’s experience with renal stone and his 
studies of the records of the hospital and the litera- 
ture have convinced him that there are instances 
in which it is impossible to remove all stones from 
the kidney. He believes, however, that the number 
of failures will be reduced in direct proportion to the 
care that is taken before and during the operation. 

The article is concluded with the statement that 
in spite of the high percentage of recurrences, the 
patient should be urged to submit to operation as a 
stone will insidiously but surely cause damage to the 
kidney. Grpert J. THomas, M.D. 


Lockwood, C. D.: Nephrectomy in Hunchbacks; 
With Report of Two Cases. California State 
J. M., 1922, XX, 29. 


In performing nephrectomy in the case of a 
hunchback, Lockwood overcomes the difficulties 
by using a combined outer rectus incision and a 
transverse incision following the lower border of the 
ribs as far as possible. The overhanging ribs are 
then lifted upward by broad powerful retractors. 
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The retroperitoneum is slit, the ureter ligated, and 
the kidney dislocated toward the median line. The 
renal vessels are clamped and divided. Special 
difficulty is encountered in ligating the vessels as 
this step in the operation, as well as the others, is 
done aimost entirely by touch. If drainage is in- 
dicated, it is best secured by means of a retro- 
peritoneal stab wound between the ribs. 
Louis Gross, M.D. 


BLADDER, URETHRA, AND PENIS 


Caulk, J. R.: Contracture of the Vesical Neck in 
the Female. J. Uroi., 1921, vi, 341. 


Caulk believes that trigonitis rarely ever exists 
alone in the female, but is co-existent with a urethri- 
tis which, of the two, is the more important lesion. 
Chronic infections are quite common in the female 
urethra because of its exposure to infection and 
trauma. In the author’s hands the cure of the 


- trigonitis has been dependent upon the treatment 


of the urethra, particularly dilatation. 

For the symptoms of so-called ‘“‘prostatism,”’ 
which are due largely to the infiltrating process 
involving the internal sphincter and intra-sphincteric 
glands, with resulting contraction of the vesical 
neck, Caulk advises the removal of a large bit of 
tissue from the median portion of the vesical neck 
by means of the cautery punch. In this connection 
he cites a well-developed case in which this method 
gave relief after the condition had resisted treat- 
ment for several years. 

Abert W. Hotman, M.D. 


Herbst, R.H., and Thompson, A.: Adenocarcinoma 
of the Bladder. Am. J. Surg., 1922, xxxvi, 4. 


The authors’ patient, a man 55 years of age, had 
had increasing hematuria, frequency and difficulty 
in urination, and pain in the lower abdomen and 
rectum for eight months. He was anemic and had 
lost weight and strength. Cystoscopy showed a mass 
which appeared to involve the anterior wall of the 
bladder. 

On suprapubic cystotomy a tumor about the size 
of a small pear and attached by a thin pedicle to the 
posterolateral wall of the bladder about 2 cm. from 
the internal urethral orifice was seen projecting from 
the fundus. This growth was removed. No evidence 
of infiltration in the bladder wall and no other 
tumors in the bladder were discovered. 

On section of the tumor no cysts but several areas 
of marked softening were found. Many regions pre- 
sented a glistening appearance with alternating areas 
of an opaque and a clear substance. 

Microscopic examination showed the growth to 
be composed of densely packed alveoli of varying 
size. There was extensive mucous degeneration of 
the larger cells. The appearance of the tumor indi- 
cated that it had its origin in glandular epithelial 
structures rather than ordinary bladder epithelium. 

Glandular tumors of the bladder are quite rare 
and there has been much speculation concerning 
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their origin. They have been regarded as glands de- 
rived from the prostatic urethra, simple glands found 
normally both in the trigone and throughout the 
bladder wall, cells cut off from the rectal mucous 
membrane during embryonic development and 
lodged in the bladder wall, aberrant urethral glands, 
cells derived from the allantois, glandular neoform- 
ations of the bladder mucosa, invaginated tubules in 
cystitis cystica lined by cylindrical cells developing 
secretory tendencies, and metaplasias of the bladder 
epithelium into cylindrical-celled epithelium with 
goblet cells. 

The cases of adenocarcinoma of the bladder re- 
ported conform to the same general type micro- 
scopically but are variable in their gross character- 
istics. Such tumors have been found in the trigone, 
the fundus, the posterior wall of the bladder, about 
the urethral orifice, covering the whole bladder wall, 
within the bladder wall, and in exstrophy of the 
bladder. 

Both clinically and from their microscopic char- 
acteristics they seem to be very malignant. Recur- 
rences have developed in the bladder and metastases 
have been found in the retroperitoneal and mesen- 
teric lymph nodes, the abdominal wall, and abdom- 
inal viscera. 

The diagnosis is usually made after operation from 
stained sections and from an accumulation of mucus 
noticed in some cases when the freshly removed 
specimen is split. 

The authors’ case differs from other reported cases 
in that the tumor wasattached to the bladder wall bya 
thin pedicle and there appeared to be very little, if 
any, involvement of the bladder wall, the neoplasm 
growing out of the bladder wall rather than in it. 

A few weeks after the operation cystoscopic exam- 
ination showed slight thickening of the bladder wall 
at the former site of the tumor. This had the appear- 
ance of cedema rather than of infiltration. Radium 
was applied. One month later the area had decreased 
in size. At the present time the patient shows no 
evidence of metastases, has gained in weight and 
strength, and has no symptoms. 

The treatment of these tumors is obviously sur- 
gical treatment supplemented by some form of 
irradiation. The mode of attack depends on the 
extent and location of the growth and the presence 
or absence of metastases. 

In practically all the reported cases the growth 
has been excised, but in most instances without per- 
manent benefit. Excision alone has not proved 
entirely successful, but there seems to be justification 
for the belief that future recurrences can be mini- 
mized or possibly even prevented by the application 
of radium. 


Venot, A., and Parcelier, A.: Cancer of the Female 
Urethra (Le cancer de l’urétre chez la femme). 
Rev. de chir., Par., 1921, xl, 565. 


The authors give the histories of eighty-seven 


cases collected from the literature and one case of 
their own. 
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In 1903 Percy made a critical review of all cases 
published up to that time but concluded that only 
twelve were true cases of urethral malignancy and 
three of these were cases of sarcoma. Riberi has 
always been credited with reporting the first case 
of cancer of the female urethra in 1844, but Venot 
and Parcelier agree with Percy that Bowin reported 
the first case in 1833. 

Although malignant tumors in general are more 
frequent between the fourth and sixth decades of 
life, urethral cancer has been found in young women. 
Almost all those so affected have had at least one 
pregnancy. 

Percy excluded from his cases of urethral cancer 
all those with involvement of anatomical structures 
other than the urethra. The literature contains the 
reports of only fourteen cases in which, at the time 
of the first examination, the urethra alone was in- 
volved, but in the majority the original limits were 
greatly exceeded in the later stages. 

With certain reservations, the authors accept the 
classification of Ehrendoerfer: (1) urethral cancers 
having their origin in the urethral epithelium or its 
glands; and (2) vulvo-urethral cancers having their 
origin in the epithelium which surrounds the meatus 
(vestibule) and invading the urethra secondarily. 
The vulvo-urethral type includes: (1) the polyp or 
papillary form; (2) the ulcerous form; and (3) 
the infiltrating form. The urethral type comprises: 
(1) an ulcerous form, and (2) an infiltrating form. 

Gland involvement is found in about one-third of 
the cases. Metastases were discovered in only two 
of the reported cases. The diagnosis of a urethral 
polyp must be based on a histologic examination, 
but in the great majority of cases the picture of 
cancer of the urethra is sufficiently definite to pre- 
vent confusion. 

It is generally agreed that the prognosis is grave. 
Epithelioma of the urethra and the malignant de- 
generation of urethral polyps are among the most 
malignant cancers. ; 

The surgical treatment of urethral cancer includes 
several types of operation: 

1. Partial resection of the urethra. Twenty- 
cight cases were treated in this manner without any 
operative deaths and with a good functional result 
in the majority. 

2. Total resection of the urethra. This operation 
usually means the removal of the entire urethro- 
vaginal wall. It is completed by vaginal or supra- 
pubic drainage of the bladder. The literature reports 
twenty-two cases in which a vaginal stoma and eight 
cases in which a suprapubic stoma was made. Con- 
tinence after the operation was obtained in only 
twelve cases. 

3. Resection of the urethra and removal of the 
inguinal glands. In ten cases treated in this manner 
a partial resection was done in four and a total re- 
section in six. In a few cases the patient’s condition 
necessitated a two-stage operation, the removal of 
the glands being done several months after the 
removal of the urethra. 
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Recurrence is frequent. It developed in nine of 
twenty-eight cases in which partial resection was 
done and in five of the cases of total resection. 

In fifty cases collected by Crossen, in which the 
end-result was known, there were twenty-five radical 
operations, only eight of which were followed by 
recovery lasting for more than three years. The 
authors, however, have found some cases in which 
survival was much longer, especially following total 
resection. 

In a few cases of urethral cancer reported in the 
literature radium was used with exceptionally good 
results. W. A. BRENNAN. 


GENITAL ORGANS 


MacKenzie, D. W.: Pseudohermaphroditismus 
Masculinus Internus; Congenital Malforma- 
tion in the Scrotum, Two Testes and a Uterus 
in the Right Portion of the Scrotum. Surz., 
Gynec. & Obst., 1922, XXXiv, 51. 


MacKenzie reports the case of a male, 38 
years old, who had a painful mass in the right 
groin which has been present as long as he could 
recall, but during the last four days had markedly 
increased in size and had become painful. 

The left scrotum was small and contained no 
testicle; the right scrotum was large and con- 
tained two round masses and an irregular mass 
in - center which extended well up the inguinal 
canal. 

At operation the mass was found to consist of two 
moderately sized testicles in the right scrotum and 
a large mass between which extended up the canal 
and down the course of the vas. One testicle and the 
mass were freed and removed. 

The testicle removed had normal tubules and 
spermatozoa. The oblong mass was found to be an 
infantile uterus with a single fallopian tube. A cord- 
like structure on the posterior aspect of the uterus 
was found on section to be the vas deferens which 
led down to a mass near the uterine fundus that 
proved to be the epididymis. 

The literature contains the reports of twenty-six 
very similar cases and others of the same embryo- 
logical genesis. All of the patients had strong mas- 
culine characteristics. Only a small number had 
children. In one-fourth of the cases the uterus was 
double. When single, it was usually atrophied. The 
testicles were normal in only a few instances; usually 
they were atrophied and degenerated. The uterus 
continued into a vagina which opened into the 
posterior urethra. 

Hermaphroditism is of two types: 

1. True hermaphroditism in which the individual 
is bisexual and has both testicles and ovaries. 

2. Pseudohermaphroditism, which is subdivided 
into the masculine and feminine types in which 
one group of sex organs is complete and is asso- 
ciated with an incomplete set of sexual organs of 
the opposite sex but without sex glands (ovary or 
testes). 
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Up to 1908, g10 cases had been reported. Seven 
hundred and twenty-two of these were of the mas- 
culine type. 

MacKenzie discusses at some length the embryo- 
logical development of the sex organs of both sexes 
and the abnormal embryological development nec- 
essary to bring about the various types of her- 
maphroditism. Harry Cutver, M.D. 


Hinman, F.: Suprapubic Versus Perineal Prosta- 
tectomy: A Comparative Study of Ninety 
Perineal and Thirty-Eight Suprapubic Cases. 
J. Urol., 1921, vi, 417. 

The author states that since the suprapubic 
prostatectomy enjoys greater general favor than 
the perineal prostatectomy, the few men still em- 
ploying the perineal route must justify their course 
by a detailed presentation of their results. In 
order to evaluate the results of the two operations 
correctly, he compares thirty-eight cases of supra- 
pubic prostatectomy with ninety cases of perineal 
prostatectomy which were operated upon by the 
same surgeon under the same general conditions of 
pre-operative, and postoperative care. The results 
are carefully analyzed and the details presented in a 
comprehensive series of tables. On the basis of 
this study Hinman makes the following statement: 

“Tt seems logical to conclude that in our hands 
Young’s method of perineal prostatectomy is 
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superior to the Fuller-Freyer method of suprapubic 
prostatectomy. The general results are much better 
than those obtained suprapubically.” 

H. A. Fowter, M.D. 


MISCELLANEOUS 


Roth, L. J.: Urinary Pus-Cell Count. Califorjia 
State J. M., 1922, xx, 5. 


Roth has adopted the following method as a 
— or less accurate diagnostic and prognostic 
aid: 

The fresh specimen of urine is thoroughly shaken 
and a portion drawn into a red-cell pipette and 
agitated. A Thoma-Zeiss counting chamber is then 
filled with the fluid as in the method used to 
count blood cells. The eye-piece of the micro- 
scope is adjusted so that the diameter of the field 
is eight small squares. One hundred fields are 
then counted, the ruling of the counting chamber 
being disregarded. The resulting number mullti- 
plied by .7957728 will give the number of pus cells 
in ic. mm. 

As a control in the count following prostatic mas- 
sage the bladder is thoroughly irrigated and then 
filled with 100 c. cm. of a mild antiseptic solution. 
This is voided after massage and the count made 
with this 100 c. cm. as a standard quantity. 

Louis Gross, M.D. 


SURGERY OF THE NOSE, THROAT, AND MOUTH 


THROAT 


Syme, W. S.: Malignant Disease of the Throat. 
Canadian M. Ass. J., 1921, xi, 887. 


Syme believes that malignant disease of the 
throat is a field for the laryngologist and not for the 
general surgeon because the former is better ac- 
quainted with the improved methods of examination, 
including the direct methods, and hence is better 
acquainted with the anatomy of the parts. 

In any suspicious case, viz., cases of hoarseness 
persisting for two weeks, difficulty in swallowing, 
particularly if associated with loss of weight, pain on 
swallowing, and cough, a thorough examination 
with the aid of all known methods is demanded. 
Examination by the reflected light of the laryngeal 
mirror and direct examination with the suspension 
laryngoscope and the tubes are indicated. 

For examining the nasopharynx Syme prefers 
Yankauer’s speculum. In dealing with growths in 
the pharynx and larynx he prefers the suspension 
method, but others employ the tubes. When either 
is used a portion of the growth should be removed 
and its extent and mobility determined. 

Examination by means of the X-rays sometimes 
gives important information, and examination of 
glandular involvement is essential before the 
question of operation and its extent can be deter- 
mined. Not only the cervical glands but those in the 
mediastinum must be considered. The latter will 
cause pressure on the bronchi or veins and the re- 
current nerves. 

Thyrotomy is useful in intrinsic disease of the 
larynx, and laryngectomy when the disease has 
progressed beyond the confines of the larynx and the 
very upper part of the trachea but has not extended 
into the food passages. In laryngectomy it must be 
possible to divide the trachea well below the larynx 
and yet leave sufficient tissue to bring forward to 
attach to the skin. 

The alternatives to total removal are the methods 
in which Trotter of London has been a pioneer. 
These procedures aim to remove the growth with- 
out breaking the continuity of the food and air 
passages. What Semon did in the way of limiting 
operative procedures for intrinsic carcinoma of the 
larynx, surgeons like Trotter are doing in regard to 
malignant disease of the pharynx and the extrinsic 
portions of the larynx. The operative methods are 
adapted to growths in different parts of the pharynx. 
l'racheotomy is performed several days previously 
or at the time of the major operation. The pharynx 
is then packed. There are two distinct stages in the 
operation, the exposure of the growth and its re- 
moval. In some cases a third stage is necessary 
when a plastic procedure is required to restore the 


wall of the food passage and to safeguard the open- 
ing into the larynx when a part of the cesophagus 
has been sacrificed. 

The incision extends along the anterior border of 
the sternomastoid muscle practically from the tip 
of the mastoid to the clavicle. If the growth is in 
the lower part of the pharynx it need not begin so 
high up, and if it is in the upper part it need not go so 
far down. The dissection is carried down to the 
constrictor muscles of the pharynx and to the wing 
of the thyroid, the muscles attached to the latter 
being divided. The sheath of the large vessels is 
then determined, and to minimize the risk of 
septic infection passing along it and the danger 
of subsequent serious and even fatal hemorrhage 
from ulceration of the vessel walls, the vessels are 
shut off from the operation cavity by stitching the 
anterior border of the sternomastoid to the aponeu:o- 
sis in front of the spine. 

If the growth is in the lower pharynx or in the wall 
of the larynx, the wing of the thyroid cartilage is 
then removed and a vertical incision is made through 
the constrictor muscles to expose the mucous mem- 
brane. If the growth involves the pharyngeal wall 
it may be possible to outline it before opening the 
pharynx. A careful examination is made to deter- 
mine the extent of the growth and whether it is still 
confined to the mucous membrane or has passed 
beyond the cavity of the pharynx and invaded the 
adjacent structures. However detailed and careful 
the preliminary examination, it is in many cases 
impossible to determine before operation the whole 
extent of the involvement. 

The pharynx is opened by a vertical incision 
passing, if possible, through the uninvaded mucosa. 
Again a careful examination is made. The larynx 
can be easily rotated to examine its posterior sur- 
face. Even at this stage the advisability of pro- 
ceeding with the operation must be considered 
again. Further surgical steps are adapted to the 
conditions found, the rule being to cut wide of the 
disease (and this applies to the larynx as well as 
the pharynx), taking special care not to make an 
accidental perforation of the posterior wall of the 
larynx or trachea when the position of the disease 
might make this possible. If there is glandular 
or other involvement, the operation is extended. 

Then comes the examination of what remains. 
Two all-important questions call for answer: 
Has it been possible to preserve the continuity of the 
food passage, and has the removal of the portion of 
larynx been so limited that it is possible to safe- 
guard its opening? If it has been necessary to re- 
move the lower pharyngeal wall in its whole cir- 
cumference, the cesophagus must be anchored to 
the skin, though it may be possible later to restore 
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the continuity of the food passage. If a sufficient 
and continuous portion of the wall remains, the 
anterior flap of skin is turned in and attached to the 
~ cut edges. A rubber tube is then passed through the 
nose into the stomach. Later, when the skin flap 
has become united with the pharyngeal wall, it is 
separated from its original attachment and turned in 
to complete the restoration of the pharynx. This 
part of the operation is by no means easy and 
the resulting fistula is overcome only with difficulty. 

It is in regard to the larynx, however, that the chief 
difficulty arises. Trotter endeavors to overcome it 
by stitching up the larynx under the root of the 
tongue so that when the tongue arches in swallow- 
ing the upper opening is covered. The great value 
of maintaining the windpipe for speech, however 
hoarse or raucous, gives this part of the problem 
supreme importance. Then, also, the complete re- 
moval of the larynx may make it impossible to restore 
the continuity of the pharynx when an extensive re- 
moval of its wall has been part of the operation. 

If the region of the tonsil pillars or root of the 
tongue is the part involved, another incision is 
made joining the incision along the sternomastoid 
from the tip of the mastoid to the chin. The tri- 
angular flap thus made is turned downward and 
forward, the jaw is divided in front of the masseter 
muscles, and the two halves are forcibly retracted. 
In this way a particularly good exposure of the ton- 
sillar region is obtained. 

For growths involving the epiglottis a transhyoid 
incision is sometimes recommended. 

Orro M. Rort, M.D. 


MOUTH 


Pimienta, A.: Vulcanite Restoration of a Receding 
Upper Jaw. Dental Cosmos, 1922, Ixiv, 71. 


The case reported was that of a man about 4o 
years of age whose upper jaw receded to such an 
extent that the lower incisors extended about % in. 
in front of the upper incisors. All of the molars, 
both upper and lower, had been extracted. When 
the mouth was closed the upper incisors came in 
contact with the floor of the mouth just posterior 
to the base of the alveolar process. This condition 
rendered mastication of solid food impossible. The 

‘patient was wearing a partial denture of gold in the 
upper jaw and a bar denture with rubber attachment 
in the lower jaw. There was no articulation. 

The author made a denture for the upper jaw. 
The artificial teeth were arranged to articulate with 
the protruding lower ones, and the upper natural 
teeth were allowed to pass through an opening in 
the denture itself and were covered by a screen of 
rubber which was bent backward to give the appear- 
ance of a tongue. The denture was held in place by 
clasping it on each side to the natural teeth. Sufhi- 
cient wax was added to it to round out the face. 

The result was very satisfactory and the patient 
was able to masticate solid food. 

Marcaret I. MALoney. 
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Hartzell, T. B.: When to Extract and When to 
Conserve Diseased Teeth. Dental Cosmos, 1922, 
Ixiv, 43. 

When the X-ray shows no bony disease, when 
evidence of pathologic change cannot be elicited by 
palpation of the soft tissues over the root ends or by 
percussion of the teeth themselves with steel instru- 
ments, and when the patient is otherwise well 
physically, one is justified in allowing the pulpless 
teeth to remain. The extraction of such teeth is 
justified only by positive evidence that they are the 
source of an injurious bacterial invasion. In order 
to demonstrate this fact a careful examination of 
the patient’s blood is helpful. If by exclusion all 
other sources of infection can be eliminated and 
there is an increased leucocyte count associated with 
a secondary anemia, the conclusion may be drawn 
that bacterial invasion is going on and that the 
danger is sufficient to justify extraction. On the 
other hand, the blood examination may reveal a 
diminished number of leucocytes. In a case pre- 
senting a leucocyte count of 6,500 or less, an in- 
creased proportion of lymphocytes over phagocytes, 
and a secondary anemia, a positive warning is given 
that the patient is in serious danger and the extrac- 
tion should be performed as soon as he can tolerate 
surgical interference. In such a case only a very 
limited number of teeth should be extracted at a 
sitting. If many were removed the body would be 
unable to combat the large numbers of bacteria 
thrown into the blood stream by the extraction 
because of the decrease in the number of leucocytes. 

The examination of the urine should not be 
neglected. The presence of casts, albumin, sugar, or 
red blood cells indicates grave conditions which 
must always have a direct bearing on the conserva- 
tion or destruction of pulpless teeth, particularly if 
such teeth present radiographic evidence of deep 
pyorrhoea pockets or granulomatous root ends. 

If in the general examination a patient presents 
evidence of secondary infection but an increased 
leucocyte count, operation should be performed and 
should be done with greater rapidity than when the 
leucocyte count is decreased. 

Marcaret I. MALONEY. 


McGauley, W. G., and McGauley, F. H.: Epilepsy: 
Due to Unerupted and Impacted Molars. Den- 
tal Cosmos, 1922, lxiv, 30. 


The authors report the case of a boy, 15 years old, 
who had been subject to epileptic fits for two years. 
Repeated examinations failed to reveal the cause. 
On April 12 the patient experienced a dull feeling 
on the left side of the face, which was followed by a 
sudden trembling of the jaws and unconsciousness 
for three-quarters of an hour. On April 14 he had 
the same peculiar sensation again on the left side of 
the lower jaw. He was then taken to the dispensary 
where he was advised to have the second molar 
tooth extracted, although it was in perfect condi- 
tion. He then consulted a dentist who advised him 
not to have the tooth extracted. Another dentist 
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advised a radiographic examination. The radio- 
graph disclosed a partially developed and unerupted 
third molar in the left lower jaw. The Wassermann 
examination was negative. 

The patient was anesthetized with ether, iodine 
was applied posterior to the second molar over the 
operative field, an incision was made, and the 
tooth removed. The cavity was then thoroughly 
swabbed with tincture of iodine and a small piece of 
ijodoform gauze was placed in the opening and al- 
lowed to remain there for twenty-four hours. Heal- 
ing occurred normally. There was no recurrence of 
the twitching of the facial muscles until April 21 
when the patient returned for examination stating 
that he had experienced the same peculiar pain in 
the right side of the face but no recurrence of the 
epilepsy. 

Radiographic examination of the right side re- 
vealed a condition similar to that which was found 
on the left side. Therefore on April 23 the right 
side was operated upon in the same way. Healing 
again occurred normally. 

On July 15, when the patient reported for exam- 
ination, he was improved in appearance and con- 
dition and had had no epileptiform attacks or con- 
vulsions since the removal of the third molars. 

Marcaret I. MALONEY. 


Arnone, L.: On the Therapeutic Action of the X- 
Rays in Diseases of the Oral Cavity. Dental 
Cosmos, 1922, 73. 

Arnone’s first patient was an army officer who 
returned from war with a serious form of trench- 
mouth. Hygienic treatment, attention to general 
hygiene, the most scrupulous cleanliness. and the 
clectric cautery afforded only temporary relief. 
The X-ray was finally used as advised by Posch. 


The first application was of ten minutes’ duration 
with an interval of five minutes to rest the mouth. 
The gums immediately became paler and the patient 
noticed a sensation of dryness and heat. Other 
applications were given at three-day intervals. At 
the fourth sitting the improvement was such that 
all bleeding and discomfort had ceased completely 
and there was no offensive odor from the mouth. 
After the sixth application, twenty days after the 
first sitting, all raw surfaces had healed and the 
gums had resumed their normal aspect. After a 
month and a half, when the X-ray applications had 
been suspended, regeneration of the gum tissue, 
which had receded from 3 to 4 mm., took place. 

In a second case four applications of ten minutes 
each were sufficient to relieve all turgidity and dis- 
comfort of the gums and to cause the disappearance 
of mucopus. 

After experimenting for six months the author is 
convinced that diseases of the mouth open up a 
new therapeutic field for the X-rays and that 
excellent results may be expected. He believes that 
if the necessary precautions are taken and the 
methods suggested by Coen-Cagli are followed, all 
danger may be avoided. 

The work is still in the experimental stage and as 
yet no definite conclusions can be drawn. However, 
when the disease has just begun and the patient is 
young, one may be sure of too per cent cures. Fol- 
lowing the extraction or loss of teeth in the cases of 
old persons with pvorrhoea the alveolus often 
remains open and the gums are tender and do not 
adhere to the bone. In such cases the X-rays stimu- 
late the periosteum and cause rapid cicatrization 
of the wound. In hemorrhagic gingivitis they have 
an excellent haemostatic effect. 

Marcaret I, MALoNey. 
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